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Not three...but Four 


Four factors are now recognized 
in the treatment of peptic ulcer... 


| Neutralizing hyperacidity. KOLANTYL includes a superior 
antacid combination (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) for two-way, balanced antacid activity. 


2 Protecting the crater. KOLANTYL includes a superior de- 
mulcent (methylcellulose, a synthetic mucin) which forms a 
protective coating over the ulcerated mucosa. 


$3 Blocking spasm. KOLANTYL includes a superior antispasmodic 
(Bentyl) which provides direct smooth-muscle and parasym- 
pathetic-depressant qualities . . . without “belladonna backfire.” 


And only 


the important th factor 


4 Inactivation of lysozyme... with a proven antilysozyme, 
sodium lauryl sulfate. Laboratory research*®* and clinical 
results‘ indicate that the enzyme lysozyme is one of the etiologic 
agents of peptic ulcer. By inhibiting or inactivating lysozyme, 
KOLANTYL—and only KOLANTYL—provides the important 


4th factor toward more complete control of peptic ulcer. 


Merrell 


DOSAGE: Two tablets every three hours as 
needed for relief. Mildly minted, Kolantyl tablets 
may be chewed or swallowed with ease. 


New York - CINCINNATI - 


1.Meyer, K. et al. Am. J. Med. 5:482,1948. 2. Wang, K. J. and Grossman, M. I. Am. J. Phys. 155:476,1948. 3.Grace, W. J. Am. J.Med. Sc. 217:241,1949. 
4. Hufford, A. R. Rev. of Gastroenterology, 18:588, 1951. Trademarks ‘‘Kolantyl,” “‘Bentyl” 
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"in a reported series of 500 oe 
cases of obstetrical and gynecologica 
or 87.4 per cent, had some 


patients 437, ae 
type of leukorrhea. 


FLORAQUIN™ 


“At present, the most successful treatment consists of thorough cleans- 
ing of the vagina with green soap in water, followed by drying with 
an ether dampened sponge, then insufflating the vagina, vulva, and 
perineum with a trichomonacidal powder, Floraquin being the more 
commonly employed.... treatment on at least three successive office 
visits” * should be supplemented by home therapy with Floraquin tab- 
lets, inserted morning and night into the anterior and posterior fornices. 
Floraquin combines the effective trichomonacide, Diodoquin, with lactose, boric acid 


and specially prepared anhydrous dextrose to help restore and maintain a normal 
vaginal pH unfavorable to pathogenic flora. 


*Collins, J. H., and Ellington, C. J., Jr.: Vulvovaginitis, New Orleans M. & S. J. 104:220 (Dec.) 1951. 
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Antituberculosis 
DRUG 


Preliminary laboratory and clinical studies 


have proved isonicotinic acid hydrazide to be 


a highly promising antituberculosis drug. 


For a summary of published reports 
write to: 


1450 Broaoway, New 18, N. Y. 


Dinacrin, trademark reg. U.S. Pat. Off. 
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TRADE MARK REGISTERED U. S. PATENT OFFICE 


JULY 1952 


VOLUME Vie NUMBER 1 


GP is published monthly by the American 
Academy of General Practice. Materials for 
publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 2, Missouri. Pub- 
lication Office (printer): 350 East 22nd Street, 
Chicago 16, Illinois. Advertising Office: 
4 Wilsey Square, Ridgewood, New Jersey 
* One dollar a copy. By subscription: $5.00 a 
year to members of the American Academy of 
General Practice, $10.00 a year to others in 
U.S.A. and Canadc. $12.00 in foreign coun- 
tries. Entered as second-class matter at the 
post office at Kansas City 8, Missouri. Addi- 
tional entry at Chicago, Illinois. * Printed in 
U.S.A. by R. R. D ley & Sons Company at 
The Lakeside Press, Chicago. Copyright, 1952, 
by the American Academy of General Practice. 
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as an antihistaminic agent 


ibenzamine' is 


Ai \ in allergic rhinitis . . 


in urticaria 

in serum sickness 

in angioneurotic edema 
in hay fever 


in drug reactions 


for Maximal relief 


wich Minimal side effects 


Pyribenzamine hydrochloride 
(brand of tripelennamine hydrochloride) 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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the purging parent... 


She boasts of keeping the poor 
child’s bowels “wide open.” 


Instead of keeping the youngster healthy, she 
is establishing a laxative limp in the digestive 
tract. 

Turicum, giving lubricoid action without oil, 
affords sane therapy without irritating the bowel. 

Turicum is nota one-dose cathartic. Itisa treat- 
ment which, taken over a period, helps restore 
a gentle, symptomless, normal bowel function. 


TURICUM 


HYDROPHILIC LUBRICOID 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 
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Now available 


RIMIFON 


the new ‘Roche’ antituberculous drug 


The new antituberculous compound, Rimifon 
‘Roche’, is now available. 


Preliminary studies in pulmonary and extrapul- 
monary tuberculosis have been very encouraging. 
However, it will take some time until the thera- 
peutic possibilities and limitations of Rimifon can 
be fully evaluated. 


At present, Rimifon should be employed together 
with other therapeutic measures, such as bedrest, 
collapse therapy and surgery which may be indicated. 
As is true of all antibacterial drugs, Rimifon may 
occasionally give rise to bacterial resistance but its 
extent and clinical significance have not yet been 
determined. 


For detailed information on the clinical use of 
Rimifon, write to the Professional Service Depart- 
ment of Hoffmann-La Roche Ine. 


RIMIFON—T. M.—brand of isoniazid (isonicotinyl-hydrazine) 


HOFFMANN-LA ROCHE INC. 
Roche Park + Nutley 10 + New Jersey 
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MEMO FROM 


THE MANAGING PUBLISHER 


Wiru this issue GP welcomes a new sponsor for its “Practical 
Therapeutics” department. The outstanding series of arti- 
cles on treatment contributed by the Northwestern Univer- 
sity Medical School was concluded last month. This month 
we begin a series on recent developments in therapy by 
faculty members of the School of Medicine of Georgetown 
University. 

Prior to the conclusion of the Jefferson series a year ago, 
the Publication Committee*considered a number of schools 
to sponsor the department for volumes four and five. When 
Northwestern was selected, Dean Richard A. Young and Dr. 
A. R. Colwell, Chairman of the Department of Medicine, 
gladly accepted the invitation. Dr. Franklin A. Kyser, a 
member of the medical faculty, was named editor for the de- 
partment and the entire faculty pitched in to develop a 
series of articles of outstanding merit. 

Proof that the Northwestern series was of high quality is 
to be found in the fact that at least one large publishing house 
has manifested an interest in bringing the twelve articles out 
in book form. GP’s readers will join us, we know, in extend- 
ing profound thanks to Northwestern University Medical 
School for the splendid material in the past twelve issues. 

The sponsor for the new series was selected nearly a year 
ago. (The next one has already been decided upon, but 
you'll have to wait a whole year to learn the secret.) Months 
of preparation have already gone into the opening articles. 
We feel sure the material presented by Georgetown will 
maintain the high standard already established for this de- 
partment. 

When Georgetown’s Professor of Medicine, Dr. Harold 
Jeghers, accepted the invitation for his school to assume 
responsibility for the ‘Practical Therapeutics” department 
this year, Editor Hugh H. Hussey sat down with him to se- 
lect twelve subjects of immediate and general interest. Later 
a tentative list of topics was discussed with the Publication 
Committee. The final list approved by the committee will 
include twelve subjects of major interest not heretofore cov- 
ered in this department. 

It is perhaps more than coincidence that the current spon- 
sor of ‘Practical Therapeutics” is the same institution in 
which GP’s medical editor teaches. Dr. Hussey will serve as 
editor of the series and will have the advantage of working 
with teachers and clinicians with whom he has frequent and 
close contact. 

In his foreword opening the series, Dr. Jeghers tells 
something of the history of Georgetown. GP is proud to add 
to its list of distinguished author-sponsors this venerable in- 
stitution, founded in 1789, which opened its medical school 
on the banks of the Potomac 102 years ago. 

—M.F.C, 
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Comparison of 
average sputum 
levels in humans, 
from Heathcote.! 


‘Neo-Penil’ is a long-acting injectible penicillin, which not only assures prolonged 
blood levels, but also gives high concentrations in certain body tissues. For example, 
‘Neo-Penil’ produces high concentrations in lung tissue and in sputum, and thus offers 
an encouraging prospect in the treatment of bronchopulmonary disease. 

Indications: All infections that respond to repository penicillin. 

Available: At retail pharmacies—in single-dose, silicone-treated vials of 500,000 units. 
Full information accompanies each vial. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark for penicillin G diethylaminoethyl ester hydriodide, $.K.F. 1. Lancet 1:1255 (June 9) 1951. 
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Secretary’s Newsletter 


SIGNIFICANT EVENTS 


Magnuson Draws Fire 
From AMA Delegates 


Support Trustees in 
Political Charges 


of Delegates that Clem Whitaker and his beauteous wife Leone 
Baxter had stirred up a controversy between the AMA and the 


President's Commission on the Health Needs of the Nation for 
their own financial advantage. His low blow loosed a barrage 
of angry protest. President John Cline, President-Elect Louis 


Bauer, and Trustee Walter Martin all joined in the salvo. 


The bitter fight that ensued produced the liveliest ex- 
citement in a thoroughly exciting meeting during the Chicago 
session. To endorse President Cline's public denunciation of 
Magnuson and his Commission as politically motivated, dele- 
gate Warren Furey introduced a resolution sharply criticiz-— 
ing Magnuson for his ''unwarranted attacks upon the medical 
profession.'' First tabled by the delegates, the resolution 
was later recalled under a parliamentary technicality and 
referred for open hearings to a reference committee. 


was no graceful escape. When he declared that no report 
would be made to the president before the end of the year, 
thus denying allegations that his report would provide am- 
munition useful to the administration in the election cam- 
paign, he was confronted with a press release from his own 
office stating that such a report would be rendered. 
Magnuson denied knowledge of the release and publicly re- 
tracted it. It was then that he brought down the wrath of 
the House by blaming the entire feud on ''publicity agents'' 
and identifying the AMA public relations counsel in every 
way but name. 


> The scathing denunciation of this attack penetrated 
Magnuson's armor of aplomb and left little doubt that the 
House would publicly chastise him. Next day the delegates 
did so in a resolution backing up the actions of the Board 


of Trustees. They agreed, however, to withhold final judg- 


ment on the Magnuson report until it was finally issued. 


That evening Magnuson left little doubt that he is in 
disagreement with basic AMA policies when he renewed all of 
his previous allegations in an address before the Lasker 
Foundation in Chicago. It was an advance press release on 
this address which set off the fireworks before the House 
of Delegates. Most observers agreed that the bitter con- 
troversy was unnecessary and might have been settled more 
amicably by a private exchange of candid opinion between the 
principals involved. 


> Dr. Paul last month before the AMA House 
; Magnuson appeared before the reference committee to defend 
himself only to be caught in a cross-fire from which there 
ie 


Murray Re-elected to 
Board of Trustees 


Section Names New 
Officers in Chicago 


Meager Vote Against 
Disability Benefits 


> In its three-day session, the House of Delegates also 
turned down proposals to create a lay advisory committee... 


Voted for a secret committee appointed by the Board of 
Trustees to name the ''General Practitioner of the Year'' at 
future sessions .. 


Endorsed the Reed—Keogh Bill providing for tax deductible 
pension plans for the self-employed ... 


Adopted a resolution proposing an amendment to the U. S. 
Constitution limiting the federal taxing powers ... 


And closed the session by electing the Academy's good 
friend E. J. McCormick president-elect. Academy member 
Dwight Murray was re-elected to the Board of Trustees, and 
James R. McVay was named to succeed McCormick on the Board. 


> The Section on General Practice heard Chairman T. E. 
Robinson deplore veterans' demands for more than an ''equi- 
table return for services rendered our country.'' In his an- 
nual address, the chairman also made a spirited attack upon 
''super-specialists'' and demanded fewer specialty and more 
general practice residencies. 


''IT do not believe there is only one road to the Rome of 
Surgery,'' said Dr. Robinson. He declared that much surgery 
is no more difficult of mastery for the doctor of average 
intelligence than for nurses to learn to give infusions. 


In their business session members of the Section elected 
the following Academy members as section officers: Richard 
A. Mills, Chairman; Loren C. Burwell, Vice-Chairman; E. I. 
Baumgartner, Secretary; Paul A. Davis, Section Delegate; M. 
B. Casebolt, Alternate. 


>» The frequent admonition that ''this is a year of de—- 
cision'' took on new meaning ng when the House of Representa- 
tives passed H. | R. 7 7800 June 17 with h only twenty-— —two dis- 
senting votes. As described here last month, the bill con- 
tained a ''sleeper'' section providing for medical 
examination of social security beneficiaries to establish 
disability. A sneak attempt to pass the bill was narrowly 
defeated on May 19, but on the second attempt, a fortnight 
ago, a watered-down version went through. 


On June 20 the Senate Finance Committee voted to delete 
the | controversial Section 3, but a a powerful fight © for its 
restoration on the floor is S certain. 


The inevitable sequence of events set in motion by this 
clever move of the Administration is easy to see. The Social 
Security Administrator would ''designate'' physicians to 
examine beneficiaries under a federal fee schedule. Periodic 
examinations will be required to provide proof of continuing 
disability. Those enjoying disability status will be re- 
quired to submit to treatment ordered by the Government. 
This is regarded by many as the most tangible move yet made 
= accomplish the piece-meal socialization of medicine in 

erica. 


Respectfully yours, 
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Can Sdvanced ANnalgetic COncep? Warren. 

bs, SALRIN |, Characterizeg by Relative Free. 
= 4 rexia, nauseg and vomiting, dizziness and 
F far exceeding the Maximum tolerated 

4 SALRIN is Sodium-free readily in 

nt SALRIN the agent of 1s an onalgetic, 
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constant 
and 


correct 


SIMILAC 


Similac provides, constantly and unvaryingly, 

50 mg. of ascorbic acid per reliquefied quart — 
an amount closely approximating the content 

of mother’s milk—and in excess of recommended 
allowances. Similac thus assures adequate 

and continuous (through each feeding) Vitamin C 
intake now established as an effective safeguard 
against scorbutic and some anemic states 

during infancy.' The importance of an adequate 
intake is further reflected in the finding that 
Vitamin C is essential for utilization of the amino 
acid tyrosine, functioning probably as coenzyme.” 


There is no closer equivalent to the milk 
of healthy, well-nourished mothers than Similac 


providing: zero curd tension for easy digestion; 
fats chosen for maximum retention and high 
ratio of unsaturated and essential fatty acids; 
full balanced array of essential amino acids; 
folic acid and Vitamin By2 (naturally occurring, 
in breast milk quantities); other vitamins in 
adequate amounts; minerals adjusted to favor- 
able proportions. 


Supplied: Similac Powder, tins of 1 lb.; Similac 
Liquid, tins of 13 fl. oz. 
1. Tisdall, F. F., and Jolliffe, N., in Clinical Nutrition, New York, 


P. B. Hoeber, 1950, c. 23, p. 590. 2. Sealock, R. R., and Goodland, R. 
L.: Science 114: 645 (Dec. 14) 1951. 


Copies of the Report of the Fourth M & R Pediatric Research Conference, on 
Calcium and Phosphorous Metaboli: are ilable. Address request to: 


M & R Laboratories + Columbus 16, Ohio 
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ANEW TREND 


» self administered, 
a pain with minimum or 
no loss of consciousness 


NEW YORK~—In more than @ne millio 

applications, “Trilene,” a pote ic 
agent which can be self administered by 
adult or child, has demonstrated remarkable 
safety and effectiveness. Its use in surgery 
and obstetrics is marked by smooth, rapid 
induction of analgesia without loss of con- 
sciousness, or with only momentary uncon- 
sciousness. Inhalation, when an inhaler is 
employed for self administration, is auto- 
matically interrupted by any momentary 
lapse of consciousness. Recovery is swift, and 
devoid of nausea and vomiting. “Trilene” 
is nonexplosive, noninflammable in air and 
is well suited for use in homes, physicians’ 

ffices, first aid stations or hospitals. 

Concerning its use in obstetrics, Gordon 
and Morton! state that the analgesia pro- 
duced by “Trilene” is more profound and 
prolonged than that of any other presently 
available agent, including nitrous oxide. 
Smith? states that in “Trilene,” “We have 
found the closest approach to the optimal 
analgesic agent for use in home obstetrics.” 

In minor surgery for both adult and child, 
Pickrell* lists numerous painful procedures 
often performed in the doctor's office where 
“Trilene” may be effectively employed. These 
include reduction of fractures, removal of 
painful dressings, incision and drainage of 
abscesses, and cystoscopies. 

“Trilene” may also be used in standard 
anesthetic machines to insure complete anal- 
gesia while a light plane of anesthesia is 
maintained with other agents. 

“Trilene,” brand of highly purified tri- 
chlorethylene (Blue), is supplied in contain- 
ers of 300 cc. Recommended for most con- 
venient self administration is The “Duke” 
University Inhaler. Further information on 
“Trilene” or The “Duke” University Inhaler 
is available on request. Address inquiries to 
Ayerst, McKenna & Harrison Limited, 22 
East 40th Street, New York 16, N. Y. 

1. Gordon, R. A., and Morton, M. V.: Anesthesi- 

ology 12:680 (Nov.) 1951. 

2. Smith, G.: GP 5:61 (Apr.) 1952. 


3. Pickrell, K. L.; Stephen, C. R.; Broadbent, T. R.; 
Masters, F. W., and Georgiade, N. G.: In Press. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 

Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
. M.D., Chicago, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 
¥. 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 

® Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill, 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 

Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 

Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 

Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 
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A statement from the Upjohn Company 


e are now producing cortisone from abundantly 
available materials, such as yeast, Mexican yam 
and soybeans. 


Years of work in the adrenal cortex field by our 
research people led to this discovery. The simple 
methods they have developed will also enable 

a . : us to make other cortical steroids from these 


same materials. 


This new process should permit lower prices 


as our production increases. 


* Upjohn Cortisone Acetate Tablets, 25 mg., are 
available in bottles of 20 tablets. 


; Research to this era of metabolic medicine 


THE UPIGHN COMPANY, KALAMAZOO. MICHIGAN 


ah 
“4 
: 
g 
: 
: 
3 
he 
& 
= 

Seale 


When Blood Pressure Falls... 


Injection WYAMINE Sulfate elicits an immediate, but gentle and pro- 
longed pressor effect not obtained with any other agent. This new pressor 
amine represents a marked therapeutic advance in the management of 
severe hypotensive states: 


myocardial infarction 


associated with cardiac surgery 


general surgery 


the immediate postoperative period 


occurring during 
spinal anesthesia 


Injection WYAMINE Sulfate does not increase cardiac irritability; it does 
not cause cerebral stimulation; it does not significantly alter heart rate 
nor rhythm; yet pressor response to it is quantitatively equivalent to 
that of ephedrine. 


N EW Effective Pressor Drug 
Remarkably Free from Side Reactions 


Supplied: Vials of 1 cc. and 10 cc.; 15 mg. WYAMINE base as Wyamine 
Sulfate per cc. Detailed information on request. 


INJECTION Wy amine Sulfate 


Mephentermine Sulfate 
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Chis Month’s Authors 


Ivan L. Bennett, Jr., M.D., 


is assistant in medicine at Emory University School of Medicine, Atlanta, Georgia. A graduate 
of the above school, Dr. Bennett served an internship at Grady Memorial Hospital in Atlanta, 
followed by two years at the Naval Medical Research Institute in Bethesda, Maryland, and a 
year in the department of pathology at Johns Hopkins Hospital in Baltimore, Maryland. 
After further training at Duke Hospital in Durham, North Carolina, he returned to Atlanta, 
Georgia, as chief medical resident at Grady Memorial Hospital. 


Charles H. Brown, M.D., 


who received his medical degree from Rush Medical College, Chicago, Illinois, is affiliated 
with the Cleveland Clinic and the Clinic hospital, Cleveland, Ohio. He served an internship 
and a residency in medicine at the Henry Ford Hospital, Detroit, Michigan. From 1945-48, 
he was a resident in gastroenterology at this hospital. He was certified by the Board of Internal 
Medicine in 1948 and by the Subspecialty Board of Gastroenterology the following year. He 
has written a number of articles on internal medical subjects and on gastroenterologic subjects. 


Bret Ratner, M.D., 


is professor of clinical pediatrics and associate professor of immunology at New York Medical 
College, New York City. He is in charge of pediatric allergy at Flower and Fifth Avenue 
Hospitals, New York City, and director of pediatrics at the Seaview Hospital for Tuberculosis. 
Dr. Ratner is the author of Allergy, Anaphylaxis and Immunotherapy, published by the Williams 
and Wilkins Co. in 1943, and of Allergy in Relation to Pediatrics, published by the Bruce 
Publishing Co. in 1941. 


James V. Warren, M.D., 


professor of medicine at Emory University School of Medicine in Georgia, holds the same 
position at Duke University School of Medicine at Durham, North Carolina. He was formerly 
an instructor in medicine at Emory, and assistant professor of medicine at Yale University 
School of Medicine, New Haven, Connecticut. Dr. Warren, a graduate of Harvard Medical 
School, Boston, Massachusetts, served as assistant resident in medicine and was a research 


fellow at this School. He has been certified by the American Board of Internal Medicine. 


Maxwell M. Wintrobe, M.D., 


physician-in-chief at Salt Lake County General Hospital, is professor of medicine at the 
University of Utah, Salt Lake City, Utah. Chief consultant in medicine to the Veterans 
Hospital in Salt Lake City, he is the director of the Laboratory for the Study of Hereditary 
and Metabolic Disorders at the University of Utah. He serves as medical consultant to the 
Grand Junction Veterans Hospital, and to the Atomic Energy Commission. Dr. Wintrobe is 
associate editor of the American Journal of Medicine; Blood; and International Medical Digest. 
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“diabetes melli itus 
shows a marked 

familial 

tendency” 


the diabetic family 
Every case of diabetes is a clear indication to test the patient's 
relatives for evidence of the “pronounced inherited susceptibility 
to the development of the clinical form of the disease.”! Early 
diagnosis makes possible the early control and continuous treat- 
ment that are “of the greatest importance in reducing the incidence 
and severity of degenerative complications.” 


diabetes in children 


Testing for diabetes is especially indicated in children and youthful 
members of diabetic families, since “the age at onset is earlier in 
those cases with positive family histories of diabetes.”! Prompt — 
control is a significant factor in postponing or preventing vascular » 
complications—now responsible for more deaths and debility than ” \ 
all other causes in patients with onset of diabetes early in life? .°~ 


CLINITEST 


BRAND REG. U.S. PAT. OFF. 


for urine-sugar detection’ 


Detection of urine-sugar is simple, reliable and rapid with 
Clinitest (Brand) Reagent Tablets. The results are directly 
read. No external heating is needed. Clinitest is excellent for 
office and clinic, and for diabetic patients. 


1. Watson, E. M., and Thompson, M. W.: 
Am. J. Digest. Dis. 18 : 326, 1951. 


ELKHART, 2. Wilson, J. L.; Root, H. F., and Marble, 
INDIANA A.: J.A.M.A. 147:1526 (Dec. 15) 1951. 
Al Cc of 

COMPANY, INC. | Canada, Ltd. Toronto 
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buverd Ube difffieull case of’ 


PROGYNON-B 


The menopausal patient with severe estrogen deficiency 

symptoms — the so-called “difficult case” — requires large 

doses of the natural hormone, estradiol, for ameliora- 

tion of symptoms. ProcyNon-B® (Estradiol Benzoate 

U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- ' 
muscularly, it initiates dramatic improvement ae 
rapidly and converts the difficult case to an 
easy one. Concentrations as high as 3.33 

mg. per cubic centimeter (200,000 on 

I.U.) are available for treatment of y conronariene> 


” 
these so-called “difficult cases. 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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sphincter of Oddi relaxation is vital. 
Cholan-HMB contains dehydrocholic acid 


the safe, selective spasmolytic, homatropine 
methylbromide (2.5 or V2. 
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Yours Cruly... 


LETTERS FROM OUR READERS 


Mashed Potatoes and Raw Cotton 


Dear Sir: 

In the April issue of GP, I noted the method described 
for the removal of an open safety pin from the stomach. I 
would like to suggest a much simpler, easier, and nonoper- 
ative procedure for the removal of an open safety pin from 
the stomach or intestine. 

In the past few years, I have had two cases of children 
with open safety pins lodged in the stomach, these pins 
being the size of the regular large diaper pins. The method 
I used in these cases (and it can be used on adults likewise) 
is as follows: Two or three times a day the patient is fed 
mashed potatoes in which is distributed raw cotton. In both 
cases of my personal experience, the open pin was watched 
by fluoroscope, and was eventually passed by rectum in a 
normal bowel movement. No laxatives were given. On ex- 
amination of the open safety pin in the stool, the open sharp 
point and the rest of the pin were completely surrounded by 
the cotton and mucus. No perforation was suffered in the 
passage of the pin. 

I. Puiturrs Fronman, M.D. 
Washington, D.C. 


Assembly Accolades . . . And a Definition 


Dear Sir: 

I think that the Atlantic City meeting was just about 
**tops.”? Since this is the first meeting I have been able to 
attend there are certain things which were impressive to me. 
First, the mutual sociability of the doctors attending was 
enhanced by the fact that they all attended the same lecture 
at the same time, then had a break in between lectures which 
enabled them to stretch their legs while they were absorbing 
what they had recently heard. The break between lectures 
prevented anyone from falling asleep. 

1 feel that your program of having the top-notch lecturers, 
each for a period of time long enough to permit you to know 
the lecturer as well as the material he is presenting, and then 
the panel discussions at the end of the day, are the ideal 
methods of teaching. I am a firm believer in teaching aids, 
such as motion pictures, slides, charts, etc., and feel that 
they are not used sufficiently, but did not miss them enough 
to make it a major complaint. 

The centralization of both the lectures and the exhibits in 
one area eliminated a lot of the hustle, bustle, and confusion. 
The companionship and congeniality of the men attending 
was evidenced by the various state chapter meetings. In fact, 
at your meeting I met more men from my University (Emory 
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University) than I have met in the last five years at any of 
the other meetings together. 

To sum up my feelings, I can tell the story of the chap 
who worked for a firm for twenty-two years and was fired. 
When he went in to ask for a recommendation from his boss, 
his boss wrote, “Sam Jones worked for me for twenty-two 
years, and when he left I was perfectly satisfied”—and so I 
was. 

Epwin Matin, M.D. 
Mt. Holly Springs 
Pennsylvania 


Dear Sir: 

Recently I reviewed a book for the Journal Lancet entitled 
History of Medicine in Ireland, by John Fleetwood, M.D. In 
this book I found some very interesting references to the 
problems of the general practitioner, and also a quotation in 
regard to the general practitioner, as follows: ‘The general 
practitioner is, of course, the first and most important line of 
defense against disease.” 

I thought you might like to see this review, so I am sending 
you a copy of the March Journal Lancet, under separate 
cover. 

I was very happy to be able to attend the convention of 
the A.A.G.P. at Atlantic City. Usually medical conventions, 
both national and state, bore me greatly, but this one did not. 
Every lecture was of such outstanding quality that I, like 
all the rest, tried to get every last word. I am looking forward 
to receiving the transcript of the convention. 

C. W. pet Praine, M.D. 
Minneapolis, Minnesota 


Critics Welcome 


Dear Sir: 

Upon his return from the Atlantic City meeting one of the 
officers of the Washington State Academy found an anony- 
mous mimeographed letter in his mail. It criticized some of 
the things being done by GP. 

Ordinarily one pays little attention to such unsigned com- 
munications. I am concerned only because others may share 
with the writer of that criticism, a fear of stating honest con- 
victions about the direction which GP should take. 

Such fears are wholly unfounded. The Publication Com- 
mittee is not only glad to have constructive criticism, but 
has actually gone to great trouble and not a little expense to 
find out just what readers want in GP. Chairman Arthur N. 
Jay has made numerous surveys and has asked hundreds of 

(Continued on page 23) 
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Three years of clinical study have 
established the efficacy of Histar in 
Neurodermatitis 
Urticaria 
Papular Urticaria 
Allergic Rashes 
Ailergic Eczematous 
Dermatitis 
Atopic Dermatitis 
Dermatitis Venenata 
Psoriasis with 
Allergic Component 


Idiopathic and Secondary 
Pruritus Ani, Vulvae, 
and Senilis 


On prescription, through all 
pharmacies, in 2 oz. jars. For 
dispensing, in 1 Ib. jars through 
supply houses. 


@ Hot weather increases incidence of allergic skin reactions 
and dermatoses with allergic components. 


@ Histar, presenting pyrilamine maleate, Merck, (2%) anda 
unique tar extract (5%) in a hydrophilic base, in the majority 
of patients produces rapid relief. 


@ The tormenting itching and burning stops quickly due to 
the histamine-neutralizing and anesthetic action of pyrila- 
mine maleate. 


@ Potent decongestant and anti-inflammatory action of the 
tar component improves lymph circulation in the affected 
tissues, lessens edema, initiates resolution. 


@ Greaseless and clean in application, and virtually reaction- 
free, Histar should be gently massaged into affected areas 
three or more times daily. 


THE TARBONIS COMPANY 


4300 Euclid Avenue, Cleveland 3, Ohio 


THE TARBONIS CO. 
4300 Euclid Ave., Cleveland 3, Ohio 


You may send me literature and sample of Histar. 


Address. 
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(continued from page 21) 

Academy members for opinion. He has devoted a great deal 
of time and energy to the end that GP can become more and 
more useful to the Academy and its members. The Publica- 
tion Committee has had the benefit of a survey made by a 
national organization, highly skilled in estimation of reader 
interest. Recommendations growing out of that survey are 
now reflected in the pages of GP. 

The Publication Committee recognizes that it is quite 
impossible to publish a medical journal which would be en- 
tirely pleasing to every single reader. But the committee is 
more than glad to have comments, criticism, or suggestions 
for improvement from anyone who can help. 

Those who have such comments or criticisms need not 
hesitate to sign them or to appear in person at any meeting 
of the committee. Time and place of meetings can be learned 
by writing to any member of the committee or to the Ex- 
ecutive Secretary of the Academy. 

I know that I speak for every member of the committee, 
and every member of the editorial and publication staff when 
I say that criticisms are just as welcome as compliments. No 
one need be afraid to sign a complaint addressed to anyone 
connected with GP. 

Hersert L. Hartiey, M.D. 
Publication Committee 
Seattle, Washington 


Texas Concurs 


Dear Sir: 

Thanks for your good letter of April 18 regarding the 
note on training for general medical practice. We are cer- 
tainly interested in the work of the Academy and will do 
everything we possibly can to maintain the high standards it 
has established. 

You will be interested to know that our preceptoral 
program has met with much enthusiasm, both from our stu- 
dents and members of the Academy in Texas. We believe 
that it will work out to mutual good advantage. 

Cuauncey D. Leake 
Vice-President 
University of Texas 
Galveston, Texas 


In Good Hands 


Dear Sir: 

After a former patient had moved to another city, he wrote 
for advice as to continuing certain treatments for his rheuma- 
toid arthritis. Also, there was the problem of selecting a 
physician in a strange city. 

My first impulse was to refer him to the “local county 
medical association” for information on doctors treating 
arthritis—possibly an internist. Then the light dawned upon 
me! After all, I have only belonged to this organization two or 
three months. I wrote my patient that in the city of Tucson, 
Arizona, there were two doctors listed as members of the 
American Academy of General Practice, and stated their 
names and addresses. Incidentally, I gained a feeling in my 
own mind that he would probably be well served. 

Cuartes R, Wyur, M.D. 
Los Angeles, California 
(Continued on page 25) 
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Academy Members 


may now order 
GIFT 


Subscriptions 


| for 
Hospital and Medical 


School Libraries 
at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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General Electric announces... 
a new, improved Inductotherm 


The product of complete restyling and re- 
designing, General Electric's new Model F 
Inductotherm meets every requirement for 
modern diathermy technics. More than hand- 
some appearance, this scientific development 
offers advanced features like these: 


@ Absolute crystal control limits variation 
from approved frequency to less than 0.05%. 


@ Over 200 watt output — for most efficient 
utilization of induction heating methods. 


GENERAL @@ ELECTRIC 


@ Provision for three types of electrodes — 
contour, cable and air-spaced. 


@ Surgical facilities, now an integral part of 
the unit, for all medium and light technics. 


Ask your GE x-ray representative for all 
the facts on the Model F, the Inductotherm 
apparatus that fw//y meets today’s needs. For 
illustrated literature, write X-Ray Depart- 
ment, General Electric Company, Milwaukee 
1, Wisconsin, Rm. F-7, 
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(Continued from page 23) 
How Time Flies! 


Dear Sir: 

Needless to say, we are deeply grateful for the very fine 
editorial about the Commission on Financing of Hospital 
Care in the March GP. I am going to see that every member 
of the commission gets a copy. You certainly have defined 
well our general policy and objectives. 

One minor error I might call attention to in the first line 
of the editorial—the first voluntary hospital is 200 years old 
instead of 100. 

GranaM E, Davis 
Commission on Financing 
of Hospital Care 
Chicago, Illinois 


A bit of mathematical checking shows that Mr. Davis’ sub- 
traction is right—the first voluntary hospital was established 
200 years ago.—PUBLISHER 


GP As Gift Package 
Dear Sir: 
At a recent meeting of the Seminar Committee, it was 
decided to send as a gift a subscription to GP to the Medical 
College and hospital libraries in this area. 
This is done in an effort to bring our very splendid journal 
to the attention of medical students, interns, and residents. 
* We would appreciate it very much if your office would inform 
the recipients of the fact that we are donating the journal to 
their libraries. We are of the opinion it will be of value in 
promoting the cause of general practice. 
J. Rosert Hupson, M.D. 
College of Medicine 
University of Cincinnati 
Cincinnati, Ohio 


Happy Birthday 
Dear Sir: 

May I extend my sincere congratulations on the second 
birthday of your magnificent journal. 

I know of no other single medical publication whose con- 
tents contribute so adequately in the orientation of the 
physician, be he general practitioner or specialist. 

H. Unsworth, M.D. 
Pass Christian, 
Mississippi 


Destination Brussels 
Dear Sir: 

I have received your kind letter and the literature you so 
generously sent me on the recommendation of Dr. Frank 
Goldmann. 

Please accept my heartiest thanks for these invaluable 
documents which allow me a good grasp of the excellent 
work which is being done by the American Academy of 
General Practice. 


Dr. RENE SAND 


Rue Heger-Bordet 
Bruxelles 
Belgium 
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VERTAVIS-PHEN tablet contains: 
Whole-powdered Veratrum Viride . . 130 C.S.R.* Units 
Va grain 


*Carotid Sinus Refiex (130 C.S.R. Units approx- 
imately equivalent to 10 Crow Units.) 


SUPPLIED: Bottles of 100, 500, 1900 tablets. 


IRWIN, NEISLER & COMPANY 


DECATUR, ILLINOIS 
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pressure, diet, work, worry, 


emotional disturbances, visceroneurosis 


cause Nervous Indigestion a 


B ENTYL offers effective, comfortable sus- 


tained relief from pain, cramps, general discomfort due to functional gastro- 


intestinal spasm. In clinical studies!:*3 BENTYL gave gratifying to complete 


relief in 308 of 338 cases, yet was “... virtually free from undesirable side effects.”’5 


EACH CAPSULE OR TEASPOONFUL SYRUP CONTAINS: 


For safe, double-spasmolysis 


with PHENOBARBITAL ......... 
When synergistic sedation is desired 


DOSAGE—ADULTS: 2 capsules or 2 tea- 
spoonfuls syrup 3 times daily, before or after 
meals. If necessary, repeat dose at bedtime. 


IN INFANT COLIC: % to 1 teaspoonful 
syrup 3 times daily before feeding.* 


New York ¢e CINCINNATI e Toronto 


i. Hock, C. W.: J. Med. Assn. Ga. 40:22, 1951 « 2. Hufford, A. R.: 
J. Mich. St. Med. Soc. 49:1308, 1950 ¢ 3. Chamberlin, D. T.: Gastro. 
enterology 17:224, 1951 « 4. Pakula, S. F.: To be published 


Trade-mark “‘Bentyl” Hydrochloride 


visceroneurosis 


s 
2 
= 
15 mg. 
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For a Weeping Dermatitis 
LOTION 


HISTADYL and SURFACAINE 


Antiallergic 
Anesthetic 
Absorbent 


For a Dry Dermatitis 
CREAM 
HISTADYL and SURFACAINE 
Antiallergic 
Anesthetic 
Vanishing Cream 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


Soothe summer’s sting with 


LOTION or CREAM 


and Surfacaine 


(THENYLPYRAMINE, LILLY) (CYCLOMETHYCAINE, LILLY) 
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Editorials 


In Scotland Too 


*‘Nosopy is too good to be a general practitioner.” 
This belief was expressed some years ago by Sir 
Robert Hutchison, a famous British physician, and 
is shared by Dr. Charles M. Fleming, who has re- 
cently visited the United States on a tour of inspec- 
tion sponsored by the Rockefeller Foundation. 

Dr. Fleming is Principal Regional Medical Off- 
cer, Department of Health for Scotland. He wants 
to improve conditions of general practice in Scot- 
land, because he is sure that good medical care de- 
pends largely upon this. He is especially interested 
in getting general practitioners into hospitals on an 
equal footing with physicians (internists to us), 
surgeons, and other specialists. He is as sure as we 
are that all groups will benefit from such association. 
At the same time, he would like to encourage ac- 
tivity of general practitioners in many hospital 
teaching functions. 

With regard to assignment of teaching duties to 
general practitioners, Dr. Fleming recognizes this as 
an indispensable part of their postgraduate educa- 
tion. In addition he wants them to be given oppor- 
tunities and encouragement to do clinical research, 
either in an individual way or in groups. 

When Dr. Fleming visits Kansas City headquar- 
ters, his welcome will be the warmest. After all, it’s 
only natural to like a man who thinks the same way 
we do. 


New Leaders Appointed 


IN THIS issue, committee appointments for the en- 
suing year are announced. 

The selection of members to fill positions on the 
Academy’s important committees and commissions 
constitutes one of the gravest responsibilities of the 
Board of Directors. New appointees were selected 
only after long and careful investigation. In deciding 
upon committee appointments, the Board must not 
only give consideration to the proven ability and 
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demonstrated dependability of individuals, but 
must achieve a fairly equitable geographical distri- 
bution. 

After considerable preparation, the Board spent 
almost an entire day during a meeting last month in 
completing committee appointments from several 
hundred suggestions received from state chapters. 

Last January a letter was addressed to the officers 
of all state chapters urgently requesting that they 
submit the names of members in their respective 
chapters whom they felt would be valuable commit- 
tee material. This letter was followed with two other 
requests. As a result, most state chapters submitted 
suggestions for the consideration of the Board. In 
addition, the chairman of each standing commission 
and committee was asked for his suggestions as to 
the best qualified persons to replace those whose 
terms were expiring. 

A resolution was introduced at the last Congress 
of Delegates meeting which would have made it 
mandatory for the Board of Directors to submit all 
committee appointments to state chapters for ap- 
proval before they could become final. In other 
words, the resolution would have required that the 
appointment of any member of any of the fifty con- 
stituent state chapters would have to be submitted 
to that chapter for approval. 

Realizing that such a restriction upon the Board 
of Directors would make it practically impossible to 
complete committee appointments before the tenure 
of the office for which they were proposed had ex- 
pired, the sponsors of this resolution were per- 
suaded of its impracticability and withdrew it. 

It should be understood, however, that the Board 
of Directors depended largely upon the recommen- 
dations and suggestions of state chapter officers in 
making new appointments to commissions and com- 
mittees. 

On the shoulders of these men rests the grave 
responsibility of directing the activities and estab- 
lishing the policies of the Academy’s extensive pro- 
gram during the ensuing year. 


: 


General Medical Officers 


“WE IN the Office of the Surgeon General are es- 
pecially glad that you re-emphasized the vital part 
of our general medical officers in making Army 
medical care so effective at all levels,” says a recent 
communication to Academy headquarters from the 
Office of the Surgeon General, Department of the 
Army. 

This corrects an impression—that the Army isonly 
interested in certified specialists—which many 
people may have received by a recent news release 
which stated, ‘Army Medical Service Reports 500 
Certified Specialists on Duty.” We agree that 
the Army should maintain a proper ratio of medical 
specialists on duty in order that its personnel may 
be assured of specialists’ service when required. 
But we also believe that it is essential to the con- 
tinued advancement of military medical programs 
that general medical officers receive recognition 
and promotion according to demonstrated interest 
and ability in responsibilities and functions. 


General Practice Departments in Hospitals 


TuereE were 1,660 general hospitals with operating 
general practice departments in 1951, and 1,220 of 
those were modeled after the recommendations 
outlined in the Academy’s Manual on General 
Practice Departments in Hospitals. A larger num- 
ber, 1,358 general hospitals, stated that staff privi- 
leges in specialty divisions are open to qualified 
general practitioners. This information was ob- 
tained through the American Medical Association’s 
Annual Census of Hospitals. 

The report of this census was published in the 
May 10 issue of the Journal of the American Medical 
Association. The Council on Medical Education and 
Hospitals again included three questions on general 
practice in their 1951 census of general hospitals, 
and has made the data available to the American 
Academy of General Practice. 

A year ago we published the results of a survey 
on general practice departments in hospitals, based 
upon the information obtained by the Council on 
Medical Education and Hospitals in its 1950 
Annual Census of Hospitals. 

The over-all increase from 1950 to 1951 in 
number of general hospitals with operating general 
practice departments was very small—1,654 in 
1950 and 1,660 in 1951. There was a significant 
change, however, in the number of hospitals ac- 
cording to size. There were 311 general hospitals 


in 1950, with less than 25 beds, reporting operating 
general practice departments, while in 1951 only 
196 of those hospitals reported such departments. 
These facts appear to indicate that hospital ad- 
ministrators are acquiring a better understanding 
of the purpose and functions of a general practice 
department. It is obvious that small general hospi- 
tals have neither the staff nor departmentalization 
to support a general practice department. In those 
hospitals the staff is usually organized into two 
departments, surgery and medicine, with staff 
members holding privileges in both departments 
according to interests and ability. 

The Academy’s Commission on Hospitals has 
stated that it is in the larger more departmentalized 
general hospitals that a general practice department 
has an important function in improving the inte- 
gration of general practitioners into the staff organi- 
zation. It is encouraging to note that in the general 
hospitals with 51 to 300 beds, there has been in the 
past year an increase from 845 to 923 hospitals with 
operating general practice departments. 

The American Academy of General Practice is 
grateful to the Council on Medical Education and 
Hospitals of the American Medical Association 
for the continued support it has given to the pro- 
gram for improving the integration of qualified 
general practitioners into the staffs of community 
general hospitals. The inclusion of questions on 
this subject in the Council’s annual census has pro- 
vided factual data that would not otherwise be 
available. 


Take Your Time 


“Ir 1s our function as physicians to promote the 
health of those who come to us for help; in our zeal 
to prolong life let us not, without good cause, lessen 
their joy in living.” This statement is the essence of 
Dr. Robert L. Levy’s message about needless re- 
strictions for cardiac patients—restrictions of smok- 
ing, mounting stairs, air travel, work and exercise, 
bathroom privilege, and diet. In each category he 
deprecates a same for all policy of treatment. 

Levy believes that there are several reasons why 
physicians are likely to be overcautious in granting 
liberties to cardiac patients. He particularly men- 
tions ignorance about the reasons for using a treat- 
ment, eagerness to impress the patient by doing 
something, unwarranted conservatism growing from 
motives of self-protection, and pressures exerted by 
science writers for newspapers and popular mag- 
azines. 
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We would like to add another reason—hurry. It 
takes time to study a “case” as a person, to appraise 
his environment, his family, and his friends. It takes 
time for the kind of thoughtful management which 
makes the medicine fit the man—not wice versa. But 
this is time so well spent. 


Antibiotics Delay Diagnosi 


WHEN a patient clearly has pneumonia or a “strep” 
throat, there is nothing more important than early 
treatment with an antibiotic—and the earlier the 
better. But the remarkable effectiveness of antibiotic 
therapy for such disorders seems to be making some 
physicians careless. With too little indication, they 
are willing to “try” penicillin or chloramphenicol 
or terramycin. This tendency seems strongest when 
they are confronted by the problem of fever for 
which there is no obvious cause. 

When fever is the only indication, prescribing an 
antibiotic is a gamble. It must be admitted that the 
odds are quite good, because most fevers subside 
more or less quickly, and the antibiotic meanwhile 
does no harm. It may even be a cure in some cases, 
although this is usually hard to ascertain. Maybe the 
odds are even better when the chosen antibiotic is 
the so-called broad spectrum type. 

But what about the occasions when the fever 
doesn’t go away? Does any harm result from the 
early treatment with an antibiotic? There is no 
denying that there may sometimes be considerable 
harm. Entirely apart from the danger of untoward 
reactions to the drug, there is the danger which 
develops from delay in diagnosis. There are several 
ways in which this may come about. 

Once an antibiotic has been started empirically, 
there is some obligation to wait at least a couple of 
days to see what will happen. Often enough, if the 
patient shows no real change, especially if he is no 
worse, the temptation is strong to try the drug a 
little longer. Or if somebody is getting restless, it is 
always possible to try another antibiotic and see 
what that will do. Meanwhile the physician may 
neglect to make the special tests which are useful in 
diagnosis of fever of undetermined etiology. The 
consequent delay in diagnosis can be serious when 
the underlying disease is one for which the chosen 
antibiotic is ineffective—totally, or at least in the 
dosage selected. In addition, premature antibiotic 
therapy may sometimes interfere greatly with bac- 
teriologic investigations. For example, when penicil- 
lin has been given, throat cultures of a diphtheria 
patient or blood cultures of an endocarditis patient 
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usually are “negative,” although the infections are 
by no means controlled. Indeed, in some cases of 
bacterial endocarditis, inadequate doses of an anti- 
biotic may cause such increases in bacterial re- 
sistance that the infections become “uncontrolla- 
ble.” 

In conclusion, there is usually no justification for 
starting antibiotic therapy simply because a patient 
has fever. If he looks so seriously ill that the physi- 
cian feels obliged to start treatment immediately, 
appropriate bacteriologic investigations—especially 
blood and urine cultures—should be initiated in 
advance of the first dose of an antibiotic. Other spe- 
cial diagnostic tests can be made later. 


Iron Poisoning 


A RECENT editorial in the Journal of the Amerwan 
Medial Association (148:1280, 1952) warns of the 
danger of accidental poisoning from ingestion of 
large amounts of iron. Such poisoning has occurred 
entirely in children. It is an old story—accessible 
bottle of iron pills+curious child=death from 
necrosis of gastrointestinal mucous membranes. 
This kind of poisoning is part of the general prob- 
lem of accident prevention. It will not be solved until 
everybody learns to keep all kinds of drugs—even 
the ones thought to be innocuous—away from 
children. 

We must also consider the potential danger of 
another form of iron poisoning—that related to 
intravenous administration of iron. This is a new 
danger, because heretofore injections of effective 
doses of iron provoked such immediate toxic re- 
actions as to preclude clinical use. Now the avail- 
ability of a relatively nontoxic saccharated iron 
compound makes intravenous therapy quite prac- 
ticable. But there remains the threat of an eventual 
toxic effect if too much iron is injected. 

Of course, this threat entirely disappears if phy- 
sicians will adhere strictly to a policy of giving iron 
intravenously only for specific indications, and in 
doses strictly limited by the hemoglobin deficiency 
and body weight. The only indications recognized 
at present are (1) hypochromic anemia diagnosed 
late in pregnancy when rapid replenishment of 
iron stores is mandatory, (2) the rare cases of iron- 
deficiency anemia in which there is a true intoler- 
ance for iron taken by mouth, and (3) even rarer 
cases in which uncomplicated iron-deficiency 
anemia fails to respond to adequate oral adminis- 
tration of iron. 

All the facts are not known about overdosage of 
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iron by the intravenous route. The body normally 
maintains its stores of iron at a remarkably con- 
stant level. It tenaciously holds the iron it has and 
jealously guards against admission of more than is 
needed for replacement of its slight losses. How- 
ever, when iron is given intravenously, there is no 
mechanism for excretion of excesses, nor can these 
be stored in usual forms. Rather these excesses are 
deposited in the cells as hemosiderin. It is not 
known whether or not the resulting hemosiderosis 
can provoke serious disease, for example, hemo- 
chromatosis. However, some of the effects known 
to follow numerous blood transfusions (another 
way of giving iron) suggest that administration of 
excessive amounts of metallic iron by vein is a real 
threat. In any event, it is illogical. 

Physicians must therefore avoid the temptation 
to try intravenous iron therapy for anemias known 
to be refractory to iron by mouth. Almost without 
exception, administration by the oral route ac- 
complishes the same good purpose as by the in- 
travenous route; the only difference is one of 
speed. The giving of iron by vein is not a new 
method; it is a substitute to be used only occasionally 
for an old safer method. 


Arteriosclerosis of the Legs 


CompaRED with coronary artery sclerosis, arterio- 
sclerosis of the legs is not a very glamorous disease. 
It seldom leads rapidly to severe disability and al- 
most never kills quickly. In one sense this is un- 
fortunate; physicians who try earnestly to detect 
early manifestations of trouble in the coronary ar- 
teries tend to slight the leg arteries. Nevertheless, 
ischemia of the lower extremities can eventually 
maim, disable, and kill. Earlier recognition and ear- 
lier treatment of peripheral arteriosclerosis is one 
means for reducing the disability which results from 
this disease. Moreover, arterial disease in this re- 
gion may be the first clue to discovery of similar 
trouble in more vital organs—particularly heart and 
brain. 

Arteriosclerosis is the leading cause of arterial in- 
sufficiency in the lower extremities. Other causes 
are individually important but make up only a small 
part of a general practitioner’s experience. On the 
other hand, arteriosclerosis is a common disease and 
will be found in any general practice, more or less 
frequently, depending upon the care with which it 
is sought. As a matter of fact, if the trend continues 
toward an older population, we might expect the 
incidence of peripheral arteriosclerosis to increase 


considerably in the years which are to follow. 

The earlier treatment is started, the better the 
outlook for patients with peripheral arterial insuf- 
ficiency. Most important are the old reliable, simple 
measures: abstinence from smoking; avoidance of 
chilling; protection of the feet by well-fitted shoes, 
warm soft socks, cleanliness, and frequent applica- 
tions of a bland salve like lanolin; good care by the 
doctor of toenails, calluses, corns, and seemingly 
minor injuries and infections; sensible advice about 
dangers of unlimited exertion and local application 
of heat. In addition, early operations for interrup- 
tion of the sympathetic nerve supply are strongly 
recommended. 

It is believed that lumbar sympathectomy can 
help almost all patients with arterial insufficiency, 
although greatest benefits are obtained in those 
cases in which there is a large vasospastic compo- 
nent. There are differences of opinion about the de- 
gree of influence of sympathectomy on some of the 
symptoms—for instance, claudication—but every- 
one agrees that the operation is a good method for 
preventing gangrene or limiting its extent. Unfor- 
tunately, once in a great while, lumbar sympathec- 
tomy has seemed to accelerate trophic changes, but 
there is no clear proof that the operation caused the 
untoward effect. Anyway, such cases are so rare that 
they should not deter us from recommending this 
valuable operation. Of course there are some pa- 
tients for whom sympathectomy should not be used ; 
common sense dictates that the operation has little 
to offer a patient who also has serious cardiac dis- 
ease with heart failure. 

Early ‘treatment obviously depends upon early 
diagnosis. In a strict sense, we never make a diag- 
nosis of peripheral arteriosclerosis early enough, 
simply because we have no way of surely detecting 
its presence until it causes serious interference with 
blood supply. However, in a relative sense, we can 
often make this diagnosis early—and without spe- 
cial gadgets—if we follow three simple rules: (1) Be 
just as diligent in eliciting a history of claudication 
or other symptoms of arteriosclerosis in the legs as 
in searching for angina, dyspnea, or other manifes- 
tations of coronary artery disease. (2) Examine the 
feet and legs scrupulously, evaluating skin texture, 
toenails, temperature, effects on skin color of ele- 
vating and lowering the legs, venous filling time, 
and all arterial pulsations. (3) When a patient pre- 
sents evidence of arteriosclerosis in another region 
(heart, brain), be all the more suspicious that he 
also has arterial insufficiency in the lower extremi- 
ties. 
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Untoward Mental Reactions to ACTH 


Many patients receiving ACTH or Cortisone, de- 
velop euphoria or a sense of well-being which can- 
not always be attributed to a good effect of the drug 
on underlying diseases. Such changes of mood do 
not usually presage more serious mental reactions ; 
they are disadvantageous only because they may 
cause false hopes about the value of the treatment. 

Occasionally, however, more important mental 
aberrations may result from ACTH or Cortisone 
therapy. Recently Clark, Bauer, and Cobb have re- 
viewed this probiem and have reported the histories 
of ten patients (New England J. Med., 246:205, 
1952). These authors divided the observed reactions 
into major or minor episodes. The minor cases pre- 
sented such features as paresthesias of the forehead, 
transient apathy and depression, acute anxiety, 
minor changes in behavior, or a mild sense of de- 
tachment. The major disturbances were extremely 
variable and bizarre, with all kinds of psychotic 
manifestations but without the consistency of pat- 
tern seen in cases of spontaneous psychosis. All of 
the major reactions developed after rather pro- 
longed therapy with ACTH. However there was no 
correlation of the severity and duration of the psy- 
chotic episode with the total dose of ACTH. 

Serious mental reactions to ACTH or Cortisone 
are more likely to appear in patients having pre- 
existing psychologic abnormalities. Apparently 
ACTH is a worse offender than Cortisone. As a 
matter of fact, some reactions have been managed by 
substituting Cortisone for ACTH, and the mental 
abnormalities have cleared. A similar good result 
has also been reported to follow reduction of dosage 
of ACTH. It is not clearly known whether the 
mental effects will disappear in spite of continuation 
of ACTH without change of dosage. 

In any case, major psychic disturbances attend- 
ing ACTH therapy are unpleasant to handle—are 
potentially quite dangerous even though they tend 
to subside spontaneously, usually within a few 
weeks. In this connection, minor reactions, particu- 
larly paresthesias of the forehead, should be re- 
garded as premonitory symptoms of a more severe 
disturbance, and an appropriate change made in the 
program of treatment. In this way, the incidence of 
major reactions may be reduced. 

It is possible that some good will be obtained 
from more detailed studies of the mental effects of 
ACTH. After all, these effects sometimes closely 
simulate spontaneous psychoses. Perhaps close 
study of the reactions to ACTH will therefore afford 
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a finer understanding of the pathogenesis of disor- 
ders like schizophrenia and affective psychosis. 


Anorectal Symptoms from Antibiotics 


Trovusle at the anus and rectum is an annoying 
and sometimes dangerous complication of oral ad- 
ministration of the broad-spectrum antibiotics— 
aureomycin, chloramphenicol, terramycin. Ap- 
parently this has been a rather common side effect. 
Certainly this is suggested by the growing volume 
of reports in the literature and by numerous in- 
quiries directed to GP’s “Information Please.” 
Aureomycin seems to have been the worst of- 
fender, while chloramphenicol has provoked fewest 
reactions. The incidence and severity of symptoms 
have little or no relation to dosage of antibiotic or 
duration of treatment. Sometimes symptoms begin 
soon after the antibiotic is started; in other cases 
there may be a lag of one or two weeks between ces- 
sation of antibiotic therapy and onset of an intestinal 
reaction. The most common symptoms have been 
perianal itching, burning, and pain; diarrhea; and 
bloody stools. Often the area around the anus is 
inflamed, and occasionally there is severe proctitis 
or even colitis. Usually the trouble subsides within 
a couple of weeks at most, if the antibiotic is 
stopped. Occasionally, symptoms persist for months. 
The mechanism for development of this compli- 
cation of antibiotic therapy is not fully understood. 
Most investigators ascribe the symptoms to an al- 
teration of intestinal flora, particularly an over- 
growth of yeasts. A previous editorial in GP, 
mentioned staphylococcic enterocolitis complicat- 
ing the treatment of pneumonia with terramycin. 
Except for use of symptomatic measures plus 
withdrawal of the offending antibiotic, there is no 
uniform plan of treatment. Manheim, who studied 
one hundred cases of this kind, believes that acid- 
ophilus milk or buttermilk aids in restoring normal 
intestinal flora (New York J. Med., 51:2759, 1951). 
In addition to emphasizing one of the hazards of 
antibiotic therapy, Manheim’s report is disquieting 
for another reason. The majority of the one hundred 
patients had taken aureomycin, chloramphenicol, or 
terramycin for treatment of common colds and up- 
per respiratory infections for which these drugs are 
of questionable value. Many of the patients had 
treated themselves without benefit of medical ad- 
vice. The implication is obvious: There is a big job 
to be done to educate both public and profession 
about the need for discrimination in the prescription 
of antibiotics. These drugs are not cure-alls. 
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Subtotal colectomy in a patient with severe toxic ulcerative 
colitis. Marked involvement of the mucosa with bleeding 
from the entire surface of the mucosa can be seen. The 
entire mucosa was atrophic, pebbly, coarsely granular 
with loss of all folds and rugae. Patient subsequently had 
an abdominoperineal resection, and has returned to work 
as a railroad engineer. 


Right colon in patient with chron- 
ic ulcerative colitis. Colectomy 
done in stages. Mucosa shows 
polypoid changes and atrophy. 


Left colon in patient with severe ulcerative 
colitis. Deep ul ti and g lized in- 
volvement with petechial ulcerations of the 
entire mucosa is evident. Multiple polyps are 
present in the distal end of the specimen. 


Gross operative speci of moderately severe 
ulcerative colitis with deep ulcers and pseudo- 
polypoid change. This patient had stage colec- 
tomy in 1947, the specimen below being the 
right colon. The left colon and abdominoperineal 
resection were subsequently done. She respond- 
ed quite well but required revision of the 
ileostomy in 1951. 
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BY CHARLES H. BROWN, M.D., AND GEORGE CRILE, JR., M.D. 


Cleveland Clinic, Cleveland, Ohio 


No two patients with idiopathic ulcerative colitis present exactly the same problem, and treatment of a patient 
must be modified accordingly. Fundamentals of treatment are rest, food, and psychotherapy. The best 
psychiatric treatment is considerate and gentle care by the patient’s family doctor. Surgical treatment is used 
in less than 15 per cent of all cases at the Cleveland Clinic. 


THE treatment of nonspecific, idiopathic ulcerative 
colitis may be most difficult and may be one of the 


most frustrating problems in medicine. There are 
numerous differences of opinion expressed in the 
literature. Some investigators state that immediate 
ileostomy should be done for acute toxic cases, 
while others believe that operation is contraindi- 
cated because of the surgical mortality. Some physi- 
cians have reported that ACTH causes prolonged 
remissions, while others have warned that its use 
may predispose to hemorrhage or perforation. Be- 
cause of the uncertainty concerning the treatment 
of ulcerative colitis, we believe a discussion of the 
various medical and surgical aspects is timely. 

Ulcerative colitis is an inflammation of the colon, 
usually beginning in the rectum and progressing 
proximally. Various etiologic factors such as emo- 
tion, allergy, specific dysenteric and streptococcic 
infections are thought to be important, but the ex- 
act etiology is unknown. 

Although diarrhea with pus, blood, and mucus 
in the stool is the most common symptom in ulcer- 
ative colitis, the disease may manifest itself in many 
ways. In one patient the chief problem may be a 


persistent anemia, in another severe malnutrition, 
and in another recurrent massive gastrointestinal 
hemorrhage. In a fourth group local complications 
such as strictures and fistulae of the rectum may 
predominate, or the patient may have systemic com- 
plications such as rheumatoid arthritis, pyoderma 
gangrenosum, erythema nodosum, or iritis, even 
though he has few symptoms of the colitis itself. 
Fever, tachycardia, nausea, vomiting, and severe 
diarrhea characterize the acute toxic form of the 
disease. No two patients with ulcerative colitis pre- 
sent exactly the same problem, and the treatment of 
the patient must be modified accordingly. 
Ulcerative colitis should be differentiated from 
other forms of intestinal ulcerations. Typhoid fever 
causes ulcerations in the lymphoid patches of the 
ileum. Regional enteritis primarily involves the 
ileum and small bowel, but may extend to the colon. 
Bacillary dysentery usually involves the right colon, 
and does not often cause ulceration in the rectum 
and sigmoid. Tuberculosis frequently involves the 
ileum and right colon, but fistulae and large ragged 
ulcers may occur in the rectum. The primary infec- 
tion in amebiasis is also in the right colon, but again 
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Figure 1. Dilatation of the colon in fulminating toxic ulcerative colitis. With such dilatation, it is preferable not to do a barium enema 


as perforation may result. 


Figure 2. Acute toxic ulcerative colitis with very deep ulcerations. 


Figure 3. Ulcerative colitis of 


descending colon. Under treatment colon returned to normal with good haustral markings and no evidence of ulcerative colitis. 


large undermined ulcers may sometimes be present 
in the rectum. In both tuberculosis and amebiasis 
there usually is no inflammation of the mucous 
membrane between the large ulcers. Nonspecific ul- 
cerative colitis, conversely, involves the rectum in 
90 per cent of the cases and extends proximally. 
The ulcerations are usually small, petechial, or pin- 
point in size with a diffuse inflammation of the mu- 
cosa. Ulcerative colitis should be differentiated also 
from colonic malignancy which may cause similar 
symptoms. 

Anyone suspected of having ulcerative colitis 
should have a roentgenogram of the chest to elim- 
inate the possibility of tuberculosis. Warm-stage 
stool examinations should be done and stool cul- 
tures obtained. Since this disease so frequently in- 
volves the rectum, the diagnosis usually can be 
made by proctoscopic examination. The frequency 
of ulcerative colitis and cancer of the rectum makes 
it worth while to perform proctoscopic examinations 
routinely in all gastrointestinal surveys. 

Finally, barium enema examination is usually 
necessary to determine the extent of the lesion, ex- 
cept in the acute toxic cases. In the latter, if possi- 
ble, we prefer not to do a barium enema examination 
because of the danger of perforation. In the early, 
severely toxic cases, a KUB plate or flat plate of the 
abdomen may establish the diagnosis and extent of 
the disease by showing enormous dilatation of the 
colon. In chronic cases barium enema examination 
will show the extent of involvement, the severity and 
complications, and may indicate involvement of the 
ileum (Figures 1, 2, 3, 4). 


Medical Treatment 


The medical treatment of the acute toxic cases is 
the most difficult and since treatment of other types 
of the disease are similar but somewhat less intense, 
we will outline the treatment of the toxic case. 

The fundamentals of treatment are rest and food. 
Rest should include complete mental, emotional, 
and physical relaxation. The question of psychiatric 
treatment is pertinent. While the psychosomatic 
aspects of this disease are well recognized, most 
psychiatrists agree that intensive psychiatric treat- 
ment or psychoanalysis are not indicated. A psy- 
chiatrist probing into the inner aspects of a pa- 
tient’s personality may precipitate an acute flareup. 
Most psychiatrists who understand and _ have 
worked with ulcerative colitis patients agree that the 
best psychiatric treatment is considerate and gentle 
care by the patient’s own doctor. A general practi- 
tioner is better able to administer this type of ther- 
apy than a psychiatrist. 

It is imperative that these patients receive a high 
protein, high carbohydrate, high caloric, low resi- 
due diet. Many have lost weight and are in a poor 
nutritional condition. There is unsatisfactory ab- 
sorption in the small bowel due to rapid gastroin- 
testinal motility and edema. These patients lose 
protein with diarrhea, and with the pus, blood, and 
mucus evacuated in the stools, and are in negative 
nitrogen balance. Studies have shown that patients 
with chronic dysentery have liver damage and evi- 
dence of impaired liver function. For these reasons 
the caloric intake must be much greater than the 
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intake which will be required by normal individuals. 

If the patient is unable to eat, parenteral fluids 
must be given. Glucose and amino acids may be 
required. It frequently is difficult to give sufficient 
calories parenterally, as 2,000 to 3,000 cc. of 10 per 
cent glucose intravenously daily is inadequate. The 
daily caloric intake should be elevated to 3,500 cal- 
ories. For this reason, we frequently pass a Levin 
tube to the stomach or a Miller-Abbott tube to the 
duodenum, and give the patients a continuous drip 
of eggnog solutions (to which can be added protein 
and carbohydrate supplements, amino acid drip, 
etc.). If the patient is able to eat, his diet is raised 
to 3,500 calories with 150 Gm. of protein. He takes 
additional feedings such as eggnogs, puddings, or 
supplementary proteins two hours after each meal. 
Adequate intake may be difficult to achieve, and 
stimulation of the appetite with small doses of insu- 
lin before meals may help. 

It is important to rest the colon, and relaxation on 
the patient’s part is helpful. We usually use pheno- 
barbital to help these patients relax. Antispasmodics 
such as atropine and belladonna are given as well. 
Banthine has been used, but this drug has a more 
pronounced effect on the upper than the lower gas- 
trointestinal tract. Paregoric is prescribed for short 
intervals only for severe diarrhea. A little has been 
written concerning the “medical ileostomy” which 
consists of passing a Miller-Abbott tube to the ter- 
minal ileum, and applying continuous suction (thus 
theoretically “resting” the colon). We have not 
found this to be of particular advantage. 

The most important supportive measure is the 
use of blood. Since these patients are usually 
anemic, it is important to keep the hemoglobin 
above 12 Gm. The blood should be doubly cross- 
matched and only fresh blood should be used, as 
these patients tend to develop transfusion reactions. 
Because the intestinal mucosa is anoxic, oxygen may 
be indicated in the severely ill patient. 

Supplemental vitamins in rather large doses are 
necessary and should include A, D, C, and the en- 
tire vitamin-B complex. Vitamin K is sometimes in- 
dicated since hypoprothrombinemia may be present. 
As many of the vitamins as possible are given paren- 
terally, because intestinal absorption may be un- 
satisfactory. Crude liver extract may be used to 
supplement the vitamin-B complex. Minerals such 
as calcium, iron, sodium, chlorides, and potassium 
may be necessary in the severely ill patients. The 
toxic patients develop potassium deficiency easily, 
and it is advisable to obtain an electrocardiogram or 
to analyze the plasma for deficiency of potassium. 
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Even if no deficiency is shown electrocardiographi- 
cally or chemically, maintenance doses of potassium 
(2-4 Gm. daily) should be included in the diet or 
parenteral fluids. Testosterone may be helpful in 
restoring a positive nitrogen balance; 25 mg. of 
testosterone may be given as often as every other 
day to women as well as men for periods up to three 
weeks without producing masculinizing effects. 

So-called specific measures are not specific in this 
disease, as there is no recognized etiology. The 
antibiotics, particularly terramycin, are effective in 
controlling secondary infection, and are usually 
given in doses of 250 to 500 mg. four times daily. 
Three-day courses of aureomycin, followed by 
streptomycin, and then penicillin may be helpful. 
The nonabsorbable sulfa preparations are valuable 
in chronic cases, but in acute ones the more potent 
antibiotics are more effective. 

The use of a streptococcic vaccine has received 
wide publicity for the past twenty-five years. We 
have found it to be of little value and do not use it. 
Fever therapy, induced by typhoid vaccine, is bene- 
ficial in some refractory patients, particularly those 
patients with considerable diarrhea and little fever. 

There is no agreement regarding the value of 
ACTH and Cortisone in ulcerative colitis. Kirsner 


Figure 4. Chronic ulcerative colitis. There is complete loss of 
haustral markings of the entire colon, although no apparent 
shortening of the colon has occurred. 
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and Palmer obtained good results in forty patients 
they treated, and Gray is enthusiastic regarding its 
value. Bargen observed that hemorrhage and per- 
foration occurred in some patients while on the 
medication and was not impressed with its value. 
Our own experience (twelve cases) in which ACTH 
or Cortisone was given for relatively short periods 
of time (ten to thirty days), has not been impressive. 
The temperature returns to normal, the patient 
feels more comfortable, and his appetite improves. 
However, the proctoscopic appearance of the rectal 
mucosa remains the same, the diarrhea usually con- 
tinues unaltered, and when the drug is discontin- 
ued, the fever frequently returns. ACTH does not 
have a specific action in ulcerative colitis, and it 
may mask a perforation. While we do not think that 
ACTH answers the problems presented in acute 
toxic ulcerative colitis, it may help a few patients, 
particularly in preparing them for surgery. If it is 
used, it should be with extreme caution. 

The treatment of types of ulcerative colitis other 
than the acute toxic form depends somewhat on the 
severity, the predominant symptoms and clinical 
manifestations of the disease. Sulfathalidine or Sul- 
fasuxidine (one Gm. 4 times daily) is generally used 
as an anti-infective agent in the less severely ill pa- 
tients. Azopyrine is a useful drug, particularly in 
patients in whom there is an associated arthritis. In 
the uncommon form of the disease in which only the 
right colon is involved, one to two courses of anti- 
amebic therapy are indicated, even though the 
stools have been negative for parasites. If the disease 
is limited to the rectum and rectosigmoid, retention 
enemas of 1 Gm. of Sulfathalidine and 100,000 
units of penicillin in three ounces of water may be 
helpful, and may be the only treatment necessary. 
For the retention enemas to be effective, it is neces- 
sary that the medication be retained overnight. 

Eighty-seven per cent of our patients with ulcer- 
ative colitis have made satisfactory progress on the 
outlined medical program, and have not been sub- 
jected to surgery. 


lleostomy and Stage Colectomy 


At the Cleveland Clinic we have operated on 13 
per cent of all patients with ulcerative colitis. At 
the Mayo Clinic only 5.5 per cent of the patients 
are subjected to surgery; at Henry Ford Hospital 
practically none; and at the Lahey Clinic 26 per 
cent. While surgeons at the Lahey Clinic believe 
that patients with acute toxic colitis should have 
immediate ileostomies performed, Bargen believes 


that surgery is too hazardous and is contraindicated. 
Because of these differences of opinion, Brown, 
Gleckler, and Jones reviewed all the patients who 
had been subjected to surgery at the Cleveland 
Clinic prior to the fall of 1949. During the period 
covered by this survey, the surgical approach was 
an ileostomy, usually followed by a stage colectomy, 
and sometimes by an abdominoperineal resection. 

One hundred and six patients during this period 
were operated on for ulcerative colitis; ninety pa- 
tients had ileostomies. The remaining sixteen had 
various other operations—nine ileostomies and 
right colectomies in one stage, and three ileosig- 
moidostomies for segmental ulcerative colitis. The 
number of patients who had these other opera- 
tive procedures is too few to be of statistical sig- 
nificance. 

These patients were severely ill, and surgery was 
not advised unless definite indications were present 
(See frontispiece). The mortality for ileostomy alone 
is presented in Table 1. 

The twenty-six patients who had the acute toxic 
form of the disease showed a mortality of 23 per 
cent. The group with moderately toxic colitis had 
a mortality of 4 per cent, while those with nontoxic 
colitis had no fatalities. The over-all mortality for 
the entire group for ileostomy alone was 8 per cent. 

Of the six patients in whom the ileostomy was 
later closed, three developed extension of the dis- 
ease and subsequently died, and two others had 
further trouble. Excellent results from the ileostomy 
alone were obtained in only seventeen of the ninety 
patients. 

A number of complications developed following 
ileostomy (Table 2). Thirty-six continued to have 
bloody rectal discharges; ten developed fistulae and 
abscesses; eight contracted arthritis, and in four 
cases the colon perforated and the patients devel- 
oped peritonitis. Four other patients subsequently 
developed carcinoma of the colon. These compli- 
cations following ileostomy would indicate that 
ileostomy alone does not prevent the development 
of carcinoma, does not put the “‘colon at rest,” and 
does not prevent acute flareups of ulcerative colitis 
or other complications of the disease. 

Further surgery was performed on fifty-five of the 
patients with ileostomy. Resection of the colon was 


Table 1. Mortality for ileostomy for ulcerative colitis. 


cases deaths per cent died 
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Table 2. Complications following ileostomy. 


Continued bloody rectal discharges . . . 


Perforation and peritonitis . . . ee 

3 
Erythema nodosum... ee ee eee 3 
Hemorrhage from ileostomy +++ ee eee 2 


done at an optimum time in twenty-six patients, 
with no mortality. Further surgery was not planned 
in another twenty-nine patients, but stage resection 
of the colon was performed eventually because of 
complications and acute flareups of ulcerative co- 
litis in these twenty-nine; their condition was so 
serious at the time of further surgery that eight of 
them died. This indicates the advisability of plan- 
ning resection of the colon at an optimum time 
after ileostomy, rather than waiting for complica- 
tions which increase the risk of colectomy (Figure 5). 

Sixty of the total of 106 patients obtained ex- 
cellent results from surgery: seventeen from ileos- 
tomy alone, thirty-two from colectomy after pre- 
liminary ileostomy, and eleven from other surgical 
procedures (Table 3). Ten obtained reasonably 
satisfactory results, and the outcome was unsatis- 
factory in eleven. Eight patients were not traced. 
Seventeen patients died within two months of op- 
eration. The 106 patients had a total of 250 opera- 
tions, making the mortality per operation 7 per 
cent. The fact that sixty patients obtained excellent 
results is gratifying and indicates that surgery had 
something to offer these patients while medical 
treatment had failed. They had been unable to work 
and were chronic invalids before operation. Having 
undergone surgery, they were restored both socially 
and economically, became self-supporting or did 
their own house work; four women had normal 
pregnancies. 


Table 3. Results of surgery prior to fall, 1949—106 patients. 


From stage colectomy. . - 32 
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Figure 5. Severe chronic ulcerative colitis in 17-year-old girl. 
Stage colectomy and abdominoperineal resection were done. 


We believe that certain conclusions can be drawn 
from this study of 106 patients operated on for 
ulcerative colitis: 

(1). Ileostomy in the acute toxic phase of the dis- 
ease carries with it a 23 per cent immediate post- 
operative mortality in this series and at least an 
equal later mortality if the colon is not removed. 
Crile and Thomas, using more rigid criteria for 
considering ulcerative colitis to be in the acute 
phase, found that when patients with acute toxic 
ulcerative colitis were followed for two years fol- 
lowing ileostomy alone, the mortality was 63 per 
cent, and that following medical treatment alone 
the mortality was 73 per cent. 

(2). Ileostomy alone does not cure the disease or 
prevent subsequent complications and acute flare- 
ups. 

(3). The best results in this series were obtained by 
the patients who had ileostomies and then planned 
colectomies when they were in satisfactory condi- 
tion for colectomy and before they developed fur- 
ther complications. 


One-Stage Ileostomy; Subtotal Colectomy 


While the preceding results indicate that ileos- 
tomy and stage colectomy may be helpful in some 


10 
q 
ie 
39 


patients, they present certain disadvantages. Crile 
and Thomas believe that one-stage ileostomy and 
subtotal colectomy is the operation of choice and 
that it has several advantages over the stage pro- 
cedure. They argue that: (1) By removing the in- 
flamed colon, the disease is eradicated, and subse- 
quent perforation and peritonitis (such as occurred 
in four of our patients after ileostomy alone) are 
prevented. The surgical mortality in the acute toxic 
cases therefore should be lower following ileostomy 
and colectomy than following ileostomy alone. (2) 
In the chronic cases, the major portion of the colon 
can be removed in one operation with as low or 
lower mortality than removing it in stages. 

Consequently, for the past two years ileostomy 
and subtotal colectomy in one stage has been the 
operation of choice at the Cleveland Clinic. The 
mortality of this procedure is shown in Table 4. 
Ileostomy and subtotal colectomy in one stage was 
done in twenty-six patients with nontoxic colitis, 
with no deaths. Twelve patients with acute toxic 
colitis were subjected to ileostomy and simultaneous 
subtotal colectomy with two deaths, a mortality of 
16.6 per cent. The total mortality for both groups 
(toxic and nontoxic) was 5 per cent. In addition, 
twenty-seven patients who had previously had co- 
lectomy underwent abdominoperineal resection, 
with no mortality. In the total group of sixty-five 
operations, only two patients, or 3 per cent, died. 
No patient was denied the benefit of operation be- 
cause of the gravity of his condition. One of the two 
deaths occurred in a patient whose colon had per- 
forated eighteen hours before operation. 

These results are impressive and justify the con- 
tinued use of the one-stage ileostomy and subtotal 
colectomy. They are considerably better than those 
obtained by stage operations. For example, with 


Figure 6 and 7. Ulcerative colitis with polyposis. The presence of polypi may precede the development of carcinoma. 


ulcerative colitis with carcinoma of the cecum. 


Table 4. Results of surgery for ulcerative colitis. 
1949 through 1951 


number per cent 
ofcases mortality mortality 
lleostomy and subtotal colectomy 
Abdominoperineal resection (sub- 
total or stage colectomy 
previously done). . . .... 27 0 0 
Total operative procedures. . . . . 65 2 3 


stage operations seventeen patients out of 106 died 
within two months of surgery, as compared with the 
loss of two patients out of thirty-eight following 
one-stage ileostomy and subtotal colectomy. 

Since the results of one-stage ileostomy and co- 
lectomy are so satisfactory in respect to both mor- 
tality and morbidity, it appears that there is little 
place for ileostomy alone or for stage colectomy in 
the treatment of ulcerative colitis, nor should pa- 
tients whose disease is intractable to medical treat- 
ment be denied the benefits of colectomy. 


Indications for Surgery 


It should be stressed again that 87 per cent of 
our patients have progressed satisfactorily on med- 
ical treatment, and surgery is not required. Opera- 
tion is indicated in the following circumstances: 

(1). Acute toxic colitis which does not respond to 
medical treatment. If the patient becomes worse 
under treatment, or if the disease continues to run 
a toxic course in spite of adequate medical therapy, 
the colon should be removed. Fortunately, the 
acute toxic form of the disease comprises only 5 
per cent of the total, but if these patients do not 


Figure 8. Chronic 
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respond promptly to medical treatment, ileostomy 
and subtotal colectomy should be performed. 

(2). Chronic forms of colitis that have not re- 
sponded to medical treatment. There is no neces- 
sity for this disease to make a patient a slave to the 
toilet or bedpan, for the patients to carry a per- 
sistent anemias, or to become economic or social lia- 
bilities. If we are unable to correct these difficulties 
by medical therapy, surgery is advised. 

(3). Possibility of carcinoma. Gleckler and Brown 
reported twelve patients with carcinoma of the colon 
which arose in ulcerative colitis between 1945 and 
1949, and we have seen several such carcinomas 
since that time. In general, the more severe and ex- 
tensive the ulcerative colitis, the more likely the 
patient will develop carcinoma. The true incidence 
of cancer in these patients is difficult to determine. 
About 4 per cent of the patients with ulcerative colitis 
who were seen at the Cleveland Clinic during those 
years already have developed carcinoma. More- 
over, the incidence of carcinoma in the patients 
operated upon was 10 per cent, the cancer usually 


being undetected prior to surgery. Colectomy 
should be considered in the case of all patients with 
polyposis following ulcerative colitis, and in all 
patients with severe and protracted colitis even in 
the absence of polypoid change. By the time carci- 
noma can be diagnosed by barium enema examina- 
tion, the disease is usually incurable (Figures 6, 7, 8). 

(4). Severe local complications such as rectal and 
colonic strictures and fistulae are indications for 
colectomy. Attempting to treat these complications 
by local operations usually leads to failure. 

(5). Systemic complications (rheumatoid arthritis, 
iritis, pyoderma gangrenosum, and erythema nodo- 
sum) are indications for ileostomy and colectomy. 

(6). Repeated severe massive hemorrhages and 
persistent low-grade bleeding are indications for 
colectomy. 

(7). Either perforation or impending perforation 
demand immediate colectomy. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Multiple Cystic Tuberculosis 


tubercle bacilli. Before the advent of antibiotics 


MULTIPLE cystic tuberculous lesions occasionally 
occur in childhood, and can be mistaken for the 
bony defects of sarcoidosis, according to Komins 
(Brit. J. Radiol., 25: 1-7, 1952). Usually found 
before puberty, they may be slow or rapid in on- 
set, and affect mainly the long bones. There are 
no associated skin lesions. The cysts are multiple 
and widespread, occurring as large round or oval 
cystic translucent areas of rarefaction, with fusi- 
form bone expansion, onion-peel periosteal re- 
action, and occasionally sequestration. The tu- 
berculin reaction is always positive, and the 
guinea-pig inoculation usually so. Caseation is a 
feature of the cystic areas, which often reveal 


the course often ended fatally. 

Osteitis cystoides sarcoidosa, on the other 
hand, occurs between the ages of 20 and 30, is 
confined mainly to the tubular bones of the 
hands and feet, and is often associated with sar- 
coid skin lesions. Like cystic tuberculosis, the 
bone lesions are multiple and present oval or 
honeycombed areas of rarefaction; but unlike it, 
there is no sclerosis, bone expansion, periostitis, 
or sequestration. The tuberculin reaction and 
guinea-pig inoculation are negative, there is no 
caseation, and the lesions never reveal tubercle 
bacilli. The disease is retrogressive. 
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Figure 1. A methanol bar- 
rel from which bootleg 
whiskey was made, result- 
ing in forty-one deaths. 
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Figure 2. A patient with methanol poisoning, upon 
arrival at the emergency clinic at Grady Hospital. 


Figure 3. The undertakers give a 
poison liquor victim his last ride. 
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BY IVAN L. BENNETT, JR., M.D. 
Emory University School of Medicine, Atlanta, Georgia 


Here are the cardinal features of poisoning due to common substitutes for ethyl alcohol as a beverage. Methyl 
alcohol intoxication is the most serious, being manifested by acidosis and visual disturbances. Isopropyl 
(‘‘rubbing’’) alcohol resembles ethyl in its effects, which are usually transient. Lastly, ‘‘smoke,” which is in reality 
probably a number of different mixtures, produces a persistent hypoglycemia which can be fatal if unrecognized. 


Department of Ophthalmology, School of Medicine, Emory University. 


Mucu has been written about the moral, social, and 
medical problems which arise from the widespread 
use of alcohol in this country. It is unfortunately 
true that some people drink too much and that 
some people will drink anything labeled alcohol. 
It is the purpose of this article to discuss the mani- 
festations and the treatment of poisoning due to 
some of the substances frequently mistaken for, or 
used as substitutes for, ethyl alcohol. 


Methyl Alcohol 


Since the discovery about sixty years ago of 
methods for producing methyl alcohol (methanol, 
wood alcohol) cheaply, numerous cases of poison- 
ing by this substance have occurred. Although it 
was formerly believed that the toxic effects of wood 
alcohol were due to impurities such as ketones or 
fusel oils present in most commercial preparations, 


it has now been established beyond doubt that 


methy] alcohol itself is toxic. In past years, instances ie! ear 

of poisoning by inhalation in industry or by skin ic 
absorption when methanol was used in cheap cos- _ picture. The most striking and typical finding is 
metics or liniments were common. However, at retinal edema which fans out from the nerve head. 
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present, poisoning by wood alcohol usually results 
from its use as a beverage substitute for grain al- 
cohol or as a contaminant in illegal whiskey. 

In the body, methyl alcohol is slowly oxidized to 
formaldehyde and formic acid. The rate of break- 
down of methanol is much slower than that of 
ethanol, and it may persist in detectable amounts in 
body fluids for as long as ten days after ingestion. 
It has been shown that the body metabolizes ethyl 
alcohol preferentially when both are present, and 
that ethanol will inhibit the oxidation of methanol. 

There are two peculiarities of wood alcohol poi- 
soning that deserve comment. First, there is usually 
a lag period of from twelve to seventy-two hours 
between ingestion of this material and the appear- 
ance of symptoms. This is presumably due to the 
slow release and accumulation of the toxic end- 
products of its metabolism. Secondly, there is great 
variation in the susceptibility of different individuals 
to a given amount of methanol, and consequently 
the fatal dose varies widely. In a recent outbreak of 
poisoning observed in Atlanta, one patient who 
drank only about 20 cc. of a mixture containing 40 
per cent methanol died, while another who con- 
sumed nearly 500 cc. survived. It has been sug- 
gested that both the latent period and these differ- 
ences in susceptibility may be explained on the 
basis of the amount of ethyl alcohol ingested along 
with the methanol, but this is not fully established. 

Severe acidosis is the most obvious physiologic 
disturbance produced in human beings by methanol 
ingestion. It is evidenced by reduction in the carbon 
dioxide combining power of the blood. The mech- 
anism of this acidosis is incompletely understood. 
The quantity of formic acid liberated in the body is 
insufficient to account for the acidosis; frequently 
mild ketosis is present in these patients, but it is 
never of the order of magnitude seen in diabetic 
acidosis. Formic acid is a potent inhibitor of various 
enzymes, and it may be that the acidosis results 
from a metabolic disturbance at the cellular level. 

By far the most dramatic and best known effect 
of wood alcohol is its ability to injure the nervous 
tissue of the eye; permanent damage with blindness 
may result even though the patient survives the 
systemic effects of acute poisoning. 

In 1911 an outbreak of 163 cases of methanol 
poisoning resulted in 72 deaths. Of 725 cases sum- 
marized in one series, 390 (54 per cent) died, 90 
(12.4 per cent) were blind, and 85 (11.7 per cent) 
had permanent visual impairment. The outbreak 
in Atlanta due to bootleg whiskey containing 40 
per cent methanol resulted in 41 deaths. 
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Symptoms and Diagnosis 


The symptoms of methyl alcohol poisoning are 
visual disturbances, headache, severe abdominal 
pain, nausea, and central nervous system mani- 
festations ranging from dizziness to convulsions 
and coma. 

Visual disturbance, ranging from mild blurring or 
dancing bright spots to total blindness, is almost 
invariably present. The sudden onset of visual diffi- 
culty in any alcoholic should immediately arouse 
suspicion of methanol intoxication. Ophthalmo- 
scopic examination often reveals the typical changes 
produced by wood alcohol. There is striking red- 
dening of the disc with blurring of the disc margins. 
The blurring of the disc is not accompanied by 
swelling of the optic nerve itself, but is due to 
edema of the retina which is very often seen as gray- 
ish streaks extending from the disc or surrounding 
the macula. The severity of retinal change in the 
acute stage of poisoning correlates poorly with the 
patient’s subjective complaint. With treatment, 
vision may be restored completely or partially, but 
this initial improvement is sometimes followed in 
days or weeks by progressive diminution of vision 
again. 

Abdominal pain is often excruciating and may be 
accompanied by rigidity of upper abdominal mus- 
cles to a degree suggesting acute surgical disease. 
In the past this has been attributed to contraction 
of the smooth musculature of the gastrointestinal 
tract. However, we have found extensive pancre- 
atic necrosis at autopsy in patients with methanol 
poisoning in two different outbreaks, and it is 
common to find high levels of serum amylase in sur- 
viving patients during convalescence; it seems alto- 
gether probable that pancreatitis is the cause of the 
abdominal complaints. Nausea is a frequent com- 
plaint, but prolonged vomiting is unusual. 

Convulsions are seen in severely ill patients, and 
disturbance of consciousness ranging from lethargy 
to deep coma is common. Lastly, it should be men- 
tioned that patients with what appears to be mild 
poisoning, who are alert and conversing, sometimes 
become stuporous within a few minutes and die. 
This sudden “decompensation” which may occur 
makes the institution of therapy in any patient with 
methanol poisoning a real emergency. Death is 
usually due to respiratory failure; the circulation 
may be well maintained for several minutes after 
breathing has ceased. In addition to the retinal and 
abdominal findings mentioned above, examination 
shows dilated, nonreactive pupils and clammy ex- 
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tremities despite normal blood pressure. Although 
severe cyanosis is often emphasized as a manifesta- 
tion, it has not been common in our experience. 
Occasional patients present the picture of deep 
coma, dilated pupils, stiff neck, slow pulse, and 
elevated blood pressure, and a mistaken diagnosis 
of cerebral vascular accident may be entertained. 
Pulmonary edema occurs terminally. 

Laboratory tests show low urine pH, occasional 
acetonuria or albuminuria, and reduction in plasma 
carbon dioxide combining power. 


Treatment 


Regardless of its cause, the acidosis of methanol 
poisoning is specifically treatable and reversible. 
For the present, massive alkalinization must be re- 
garded as the mainstay of therapy. Furthermore, 
the prompt relief of pain and return of conscious- 
ness seen with alkali therapy testify to its impor- 
tance. Sodium bicarbonate in 3 to5 per cent solution 
should be given intravenously until the plasma bi- 
carbonate is restored. Enormous quantities of so- 
dium bicarbonate may be needed; it is not unusual 
for a patient to require as much as 200 Gm. of soda 
before stabilizing. It is advisable to check the carbon 
dioxide combining power of the patient’s plasma at 
intervals during treatment, but this is not an abso- 
lute necessity since the urinary pH is a fair guide. 
Overtreatment alkalosis sometimes occurs, but ac- 
tual tetany is unusual. A complication of massive 
alkali therapy is lowering the serum potassium; 
this responds readily to supplemental potassium 
chloride by mouth. 

Other measures which may be useful are the giv- 
ing of sodium amytal for convulsions, various stim- 
ulants, continuous gastric lavage (since methanol 
is re-excreted into the stomach), and daily lumbar 
puncture. The last procedure is advocated because 
methanol reaches higher concentrations in spinal 
fluid than in blood. All of these must be considered 
secondary to the primary object of alkalinization. 
Lastly, the administration of ethyl alcohol to pa- 
tients with methyl alcohol poisoning has been ad- 
vocated. Although the various supporters of such a 
regimen are in disagreement as to the basic mecha- 
nism whereby ethanol is helpful, and actual clinical 
evidence of its efficacy is scanty, animal experiments 
indicate that ethyl alcohol, by slowing the oxidation 
of methanol, may prevent recurrence of acidosis. 
Because of methanol’s long persistence in the body, 
relapse is common, and continued observation over 
a period of days is necessary. It is for the possible 
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prevention of relapses that ethyl alcohol in the form 
of brandy or whiskey is recommended. It is not 
advocated as a substitute for alkalinization in aci- 
dotic patients. 

Lastly, when methyl alcohol intoxication occurs, 
an immediate effort should be made by the proper 
authorities to trace the source of the poison and to 
locate other victims who may be involved. 


Isopropyl Alcohol 


Isopropyl alcohol is at present the principal con- 
stituent of most “rubbing alcohol” compounds. 
Since it is available at any pharmacy in large quan- 
tities, it is not uncommonly consumed by alcoholics 
because of its low cost. Pharmacologic investigations 
have shown that it is approximately twice as toxic 
as ethyl alcohol, volume for volume. 

The diagnosis of poisoning by isopropyl alcohol 
is usually made by history of ingestion or by its 
characteristic odor. It produces profound uncon- 
sciousness not unlike that seen with large amounts 
of ethyl alcohol, and treatment with stimulants and 
intravenous glucose usually suffices to bring the 
patient around within a few hours. Transient ace- 
tonuria and albuminuria are seen in some patients 
who have ingested rubbing alcohol. Because of 
acetonuria and glycosuria in patients who have been 
given glucose infusions, this condition has at times 
been confused with diabetic acidosis. The greatest 
danger to life lies in the fact that isopropyl alcohol 
is a gastric irritant, and vomiting with aspiration 
may occur. Because of this, careful gastric lavage 
should be done, even in comatose patients. 


“Smoke” 


Smoke is a generic name which embraces a large 
number of materials ingested for their supposed 
alcohol content. In various localities different sol- 
vents—antifreeze mixtures, paint removers, or 
“canned heat” preparations—are “‘cut,”’ redistilled, 
or detoxified for consumption. “Smoke” apparently 
takes its name from the smoky appearance of some 
of these materials after dilution with water. In some 
regions, other names such as “dehorn” or “alley 
juice” are used. At any rate, due to some as yet un- 
determined component or components of these 
various potions, a profound hypoglycemia, with 
resulting deep coma accompanied by subnormal 
temperature and clammy extremities, may ensue 
after their consumption. 

In any alcoholic who remains stuporous or who 
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repeatedly lapses into unconsciousness, hypogly- 
cemia due to smoke should be suspected. Fifty per 
cent glucose intravenously brings dramatic response 
in these patients. The hypoglycemic tendency is 
usually quite persistent; the patient may respond 
to glucose and then relapse within a few hours. The 
routine use of glucose in alcoholics probably results 
in a masking of this hypoglycemia in many cases, 
only the more extreme examples being detected. 


Determination of blood sugar is, of course, helpful, 
but the results of this laboratory test should not be 
awaited before glucose is given. 

Chronic smoke poisoning has been blamed for 
various peculiar types of liver and kidney dysfunc- 
tion or psychotic behavior, but the evidence for this 
is inconclusive, and the profound hypoglycemia 
with acute poisoning is by far the most important 
clinical problem in smoke-drinkers. 


Present Status of... 


PNEUMOPERITONEUM has become extremely popular 
for the therapy of pulmonary tuberculosis. This pro- 
cedure is free from the serious pleural and pulmonary 
complications so often encountered with artificial 
pneumothorax. However, pneumoperitoneum may 
be associated with a variety of complications ranging 
from mild discomfort to sudden death. Because these 
events are infrequent, they are not so well known as 
they should be, according to Stein (Am. Rev. Tuberc., 
64: 645, 1951). 

Minor initial complications include pain referred 
through the phrenic nerve to the neck and shoulders. 
Abdominal pain may also occur due to peritoneal ir- 
ritation by the injected air, as well as stretching of 
adhesions between the diaphragm and abdominal or- 
gans. The pain is temporary and usually disappears 
after the first few refills. Anorexia and loss of weight 
may also commonly follow the induction of pneumo- 
peritoneum. When anorexia and loss of weight con- 
tinue for any length of time, they probably are due to 
the activity of the underlying tuberculous process 
rather than the pneumoperitoneum. Pneumoperito- 
neum rarely causes dyspnea. Small or occasionally 
massive area of pulmonary atelectasis may be seen 
during pneumoperitoneum therapy and are caused 
by bronchial kinking and interference with drainage. 
Pneumothorax may be a complication of pneumo- 
peritoneum due to the accidental introduction of air 
into the pleural rather than the peritoneal cavity. Air 
from the peritoneal cavity may also enter the pleural 


Complications of Pucumoperitoneum 


space through diaphragmatic openings. Gastrointes- 
tinal and abdominal complications may occasionally 
be seen, such as nausea, vomiting, hiccough, diar- 
rhea, and flatulence. 

Peritoneal effusions have been reported in from 1 
to 8 per cent of patients receiving pneumoperito- 
neum. In most cases the fluid is slight in amount and 
causes no symptoms. If it increases, aspiration and 
abolition of the pneumoperitoneum are indicated. 
Large peritoneal effusions are suggestive of tubercu- 
lous peritonitis. Tuberculous peritonitis occurs in 
about | per cent of patients. Intraperitoneal hemor- 
rhage and puncture of abdominal viscera have occa- 
sionally been reported. Acute appendicitis occurs 
much more frequently among tuberculous patients 
treated with pneumoperitoneum than among other 
tuberculous individuals. In the presence of free air in 
the abdominal cavity, walling off of the diseased ap- 
pendix does not occur, and peritonitis will ensue. 

Pre-existing hernias are not infrequently made 
more severe, and new hernias develop in approxi- 
mately 1 to 3 per cent of individuals. Subcutaneous 
and mediastinal emphysema have been noted, while 
the most serious complication of pneumoperitoneum 
is air embolism. All in all, approximately forty differ- 
ent complications of pneumoperitoneum have been 
described, and approximately 5 to 6 per cent of all 
patients who receive artificial pneumoperitoneum 
will develop complications serious enough to result 
in the abandonment of this procedure. 
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Creatment of Hay Fever in Children 


BY BRET RATNER, M.D. 


New York Medical College, New York 


The first step in treatment is diagnosis of the offending allergen or allergens. Reduction of sensitivity usually 


takes at least two years, and should never be hurried. Quantities of injected antigens are restricted to a 


minimum in order to prevent constitutional reactions and avoid augmenting hypersensitivity. Symptomatic 


treatment and a trip to the seashore are helpful during hay fever season, but these measures are no substitute 


for specific immunization. 


Ir Is quite generally accepted that hay fever is an 
acquired disease, and that its pathogenesis is largely 
concerned with the amount of exposure to a par- 
ticular pollen. In those regions in which certain 
pollens do not exist, there is an absence of hay fever 
attributable to them. 

Attempts are being made to curb ragweed growth 
by chemical sprays which cause early and rapid 
growth of the weed, with quick demise and little 
pollen formation. Even though we were to reduce 
its potency in highly congested areas, the winds 
would still carry the pollen grains from rural regions 
ten to twenty miles away. Nevertheless this attempt 
at chemical eradication of ragweed may be of some 
value to the communities freed by this method, and 
it is to be hoped that with increasing awareness 
these efforts will be broadened. 


Specific Diagnosis 


The specific diagnosis of the offending allergen 
is of utmost importance. There has been a move- 


ment to divide most of our hay fever cases into two 
groups, 2.¢., the timothy-sensitive group to cover the 
early summer hay fevers, and the ragweed-sensitive 
one comprising the late summer cases. That many 
cases fall into these categories is undoubtedly true, 
but such classification does not fulfill the needs for 
a high enough percentage of cases. 

It has also been contended that this or that pollen 
is not important because it is not found in the vi- 
cinity of the individual, and that the reaction may 
be due to a cross antigenic factor. Whatever the 
validity of such an argument, it appears to me that 
if a positive reaction is obtained to a particular 
pollen, it should be included in the therapy, to 
enhance the antibody response. 

Pollen Skin Test. The degree of skin sensitivity 
may be of low order in childhood pollinosis, and 
many children who are clinically sensitive may 
show no dermal reactivity. Because of this low level 
of skin sensitivity, the scratch test is of relatively 
little value in the specific diagnosis of pollen sensi- 
tivity, and we resort to the intracutaneous test. We 
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are in the habit of testing with a 1:1000 dilution of 
pollen antigen, and at times with an even greater 


concentration. A positive diagnosis is often estab- 
lished. 


Specific Pollen Therapy 


General Considerations. Embarking upon a pro- 
gram of immunization (desensitization) against pol- 
linosis must be well planned. Good results may on 
occasion be achieved the first year, but it usually 
takes at least two years before a satisfactory response 
is obtained. The number of years required to 
achieve permanent freedom from symptoms is not 
known, but it has seemed wise to continue treatment 
for a few years. This is particularly true with chil- 
dren, in whom new sensitizations may develop. 

Pollinosis is best treated by repeated injections 
over a prolonged period of time. There has been 
much difference of opinion as to the dosage, dilu- 
tion, and number of injections necessary for op- 
timal treatment. At one time it was deemed ad- 
visable to treat a case preseasonally and never co- 
seasonally. At one time increasing concentration 
in dosage was the rule. Some suggested treatment 
two or three times a week, others weekly, and others 
at fortnightly intervals. Since Brown recommended 
perennial treatment, the majority of workers have 
accepted this as the best method. 

One must continually bear in mind that our aim 
is (a) not to make the patient more hypersensitive 
to the pol.en than he was prior to the institution of 
treatment, and (b) to avoid constitutional reactions. 

When the offending allergens responsible for the 
hay fever are ascertained and each case is individ- 
ualized, some patients may be found sensitive to 
ragweed alone, others to plantain and ragweed, 
still others to grasses, plantain, and ragweed. 
Others may be sensitive to trees alone, or in com- 
bination, others to mugwort, pigweed, cocklebur, 
or goldenrod alone or in combination. All these 
combinations of pollens should be prepared as 
stock mixtures so that the needs of each patient 
are satisfied. 

It is ill-advised, I believe, to treat a patient 
against a single pollen if he is shown to be sensitive 
to several. A child may be sensitive to one pollen 
one year and develop additional sensitivities the 
following year. It is wise to be alert to this even- 
tuality in order to give the patient the optimal 
multiple antigenic stimulus for the development of 
a high titer of circulating antibodies. 

If the patient is treated against certain offending 
pollens and not against others, symptoms will be 


evoked from a sensitivity to those to which no im- 
munity has been developed. 


Choice of Immunizing Agents 


The dose ranges between 0.1 and 0.3 cc., de- 
pending on the local reaction observed. Solutions 
in 1:5000 dilution are used throughout the treat- 
ment. The concentration of the pollen mixture is 
not increased. This procedure is based on the fact 
that the immune response to a given quantity of 
antigen is augmented when repeated. The 1:5000 
dilution would give a certain immunologic response 
the first time it is injected, and a greater response 
with subsequent injections of equal quantity. This 
of course is the well-known anamnestic or booster 
reaction. The maximum response is thus achieved 
with the minimum amount of antigen. 

Restricting the quantity of injected antigen to a 
minimum is perhaps the soundest principle one 
can adopt, (1) because the smaller the amount of 
antigen injected, the less chance there is of aug- 
menting the hypersensitivity of the individual; and 
(2) the danger of constitutional reactions is re- 
duced. 

We have successfully used this small constant 
dosage procedure for many years. The immunity 
response has been good. (By way of comment, this 
procedure was first adopted by me some fifteen 
years ago because of a constitutional reaction which 
a child had in my office.) 

I marvel at the many physicians who cast caution 
to the winds and still give increasing and large 
doses, concentrations as high as 1:100—which is 
called the “maintenance dose.” The significance 
of the concept of maintenance dose is one which 
I have yet to learn. Rackemann demonstrated the 
futility of this concept when he showed case after 
case manifesting constitutional reactions on a so- 
called maintenance dose. 

Intervals of Immunization. Perennial treatment is 
adopted in all of our cases. The patient in the be- 
ginning receives injections once every week, and 
eventually once every two or three weeks. The 
same pollen mixtures are not necessarily given at 
each visit when the patient is coming in each week, 
but rather alternated with other adjuvants. 

With children who go on vacations, the injec- 
tions are interrupted completely for a period rang- 
ing from a few weeks to two months. Patients are 
requested to come in immediately upon their re- 
turn, to get booster doses, and these are given two 
or three times at intervals of a few days. The regu- 
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lar injections are then resumed at the customary 
intervals. Children who do not come in promptly 
may develop hay fever symptoms, but after several 
injections they quickly become readjusted. It is ex- 
tremely important, therefore, that they come in 
promptly upon their return for booster stimuli. 

I have tried to modify my procedure also in those 
instances in which children are brought in from a 
great distance. These patients come in for one or 
two days once a month, depending on their con- 
venience. If they come in for one day, the injections 
are given in the morning and afternoon. If they 
come in for two days, the treatment can be given 
on successive days instead. I have several children 
under my care who are being treated most success- 
fully in this fashion. This may turn out to be the 
ideal treatment. There must be biologic differences 
in the immunity process which require further 
evaluation before judgment is passed. I would 
venture to say at the moment that after two years 
of intensive treatment, this longer interval regimen 
might be tried. 

Co-seasonal Therapy. This phase has given great 
concern to many allergists, for fear of inducing 
constitutional reactions. With a reduction of dos- 
age during the pollen season, minimal dosages, and 
the use of epinephrine, I have experienced no dif- 
ficulties and continue treatment right through the 
season. I find also that it serves a useful purpose if 
the patient has any difficulties, for then advice and 
some medication can be given if needed. 

At this point I should like to stress a rather 
common occurrence. Treated children who do very 
well when the pollen count is low, will present 
symptoms when the pollen count suddenly rises. 
If such children are given several injections at close 
intervals, the immunity response is quickly boosted, 
the symptoms clear in short order, and the patients 
go along practically symptom-free for the remainder 
of the season. 

Psychic Trauma from Injections. The question is 
often raised about the psychic trauma which may 
be induced by repeated injections. Psychosomatic- 
ally I should say that the immunization procedure 
reduces psychic trauma, because children certainly 
do not object to the injections which are properly 
administered. It is interesting to witness complete 
absence of fear in the majority of children if in- 
jections are given rapidly with precision and a 
sense of humor. It is also very revealing to see the 
conversion of a psychically irritable allergic child 
to one who is happy and not irritable after his aller- 
gy is allayed. 
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Symptomatic Medication 


Antthistaminic and Other Drugs. A large volume 
of antihistaminics is dispensed not only by phy- 
sicians at large but also by allergists. What does 
this mean? Only one thing, that the hay fever 
patient is not being properly managed. 

Physiologically, there is no comparison between 
the ultimate benefits derived from the immuniza- 
tion procedure and the effects of so-called anti- 
histaminic therapy. These drugs deserve a place 
in our armamentarium as symptomatic remedies. 
My objection is that many physicians, and more 
particularly nonmedical people, because of the 
widespread publicity, feel that they are cures. 
Furthermore, I feel that if we emphasize palliative 
measures we will forget what is more important, 
that is, measures seeking to overcome the actual 
hypersensitivity of the patient. 

Medication is reduced to a minimum in cases 
well treated. However, if a high enough degree of 
immunization has not yet been elicited, medication 
may be necessary to reduce discomfort. A combina- 
tion of accepted drugs such as atropine, ephedrine, 
and the like, in small doses, is useful. Occasionally 
nasal instillations of 0.25 per cent Neo-Synephrine 
can be used. 

Phenobarbital, 16 mg. (% gr.), with aspirin, 0.3 
Gm. (5 gr.), is of aid at night. Benadryl, Pyribenza- 
mine, or Chlor-trimeton is also useful at bedtime 
in severe cases, as these preparations produce 
sedation and afford some nasal comfort. 

Adjuvant Use of Epinephrine in Pollen Therapy. 
For many years I have taken the precaution of 
drawing up into the same syringe with the pollen 
mixture, 2 minims of epinephrine (1:1000). This 
enables us to accomplish two things. One is to have 
readily available a substance to counteract a po- 
tential constitutional reaction; and the vasocon- 
striction caused by the epinephrine slows the ab- 
sorption of the injected antigen over a period of 
several hours. This actually converts a subcutane- 
ous injection into an intradermal one, and enhances 
the potency of the small amounts used. 

Bacterial Vaccines and Toxoids. Still another ancil- 
lary procedure with our hay fever children is the 
administration of vaccines. Children suffering from 
hay fever seem to develop upper respiratory in- 
fections readily, which continue as fall and 
winter colds. 

The plan for giving the various vaccines is not a 
rigid one. Diphtheria, tetanus, pertussis, typhoid, 
paratyphoid, influenza, or scarlet fever immuniza- 
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tions and booster doses, as well as autogenous, ca- 
tarrhal, and other vaccines are given conjointly 
with the pollen treatments. This procedure serves 
the dual purpose of enhancing immunity to the 
specific organism or toxin, and also serves as an 
anamnestic stimulant to the general over-all anti- 
body response of the individual. We believe these 
supplementary measures enhance the immune 
anamnestic response to the specific pollen as well. 

Environmental Considerations. Automobile rides 
in the country during the pollinating season, par- 
ticularly in an open car, may be the source of 
trouble. Contact with chrysanthemums may induce 
attacks, and it is best for ragweed cases to avoid 
close contact with this species of flower. There is a 
biologic relationship between ragweed, chrysan- 


themums, and pyrethrum. The use of Flit and other 
pyrethrum-containing insecticides may precipitate 
attacks. 

The seashore is perhaps better than inland. 
Places such as Long Lake in the Adirondacks, and 
the Great Lakes regions are relatively free from 
pollen. Deeply wooded sections are also havens 
of respite. Lists of such places are generally pub- 
lished in newspapers each hay fever season, or in- 
formation can be obtained from various chambers 
of commerce. However, to get the greatest relief, 
the patient would have to remain in these sections 
throughout September, which in most instances is 
impractical. Hence the acquisition of immunity 
through judicious treatment is the best course to 
adopt. 


Anglocardiography in Lung Cancer 


In a series of one hundred patients with micro- 
scopically proven cancer of the lung, who had 
been studied by angiocardiography, Steinberg 
and Dotter were able to detect evidence of vascu- 
lar abnormality resulting from tumor in 87 per 
cent (Arch. Surg. 64: 10, 1952). Four types of 
abnormality were noted: (1) involvement of the 
superior vena cava system (17 per cent), includ- 
ing stenosis or occlusion, or polypoid intralumi- 
nal tumor masses affecting the superior vena cava 
itself or a large tributary; (2) major pulmonary 
artery abnormalities (25 per cent), consisting of 
simple displacement due to atelectasis, distortion 
or narrowing of the lumen by external pressure, 
or sharply outlined irregular constriction pro- 
duced by surrounding tumors; (3) segmental 
pulmonary artery involvement (44 per cent), 


produced by atelectasis, with crowding together 
of affected segmental arteries, or displacement of 
basilar segmental branches by pleural effusion; 
(4) pericardial invasion (1 per cent). 

While some of the changes, such as those 
pointing toward atelectasis, are nonspecific, they 
may add confirmatory evidence in a diagnosis of 
cancer. Others, such as irregular stenosis or oc- 
clusion are more specific. In 43 per cent of the 
cases, there was evidence suggesting inoperabil- 
ity, such as involvement of the major pulmonary 
arteries, the vena cava system, or the pericardi- 
um. While the authors stress the need for corre- 
lation of these findings with clinical, operative, 
and pathologic evidence, they believe that angio- 
cardiography will become a commonplace meth- 
od of study in certain types of lung cancer. 
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BY JAMES V. WARREN, M.D. 
Duke University School of Medicine, Durham, North Carolina 


Although the clinical picture of shock is entirely familiar, we are still learning about the factors which induce it. 
Treatment of a shock patient is intended to correct the obvious abnormal factors. It must be highly 
individualized—transfusions to restore blood volume, vasopressor drugs to overcome vasodilatation, 
antibiotics for control of infection, sedation to relieve anxiety. 


Tue literature on the subject of shock has become 
voluminous and confusing. On the other hand, the ai 
essential features of the clinical picture have been a FACTORS PRODUCING SHOCK SYNDROME fs 


well recognized for many years, and one can do no 


better than quote one of the earlier writers in a 


classic description. The following was written by 
Fischer in 1870, and little can be added today. 


The patient, a strong and perfectly healthy young 
man, was struck in the abdomen by the pole of a carriage 
drawn by runaway horses. We have not been able, after 
careful examination, to find any trace of injury to any 
of the internal organs. Nevertheless, the grave symp- 
toms and the alarming look which he still presents made 
their appearance immediately after the accident. He lies 
perfectly quiet and pays no attention whatever to events é 
about him. The pupils are dilated and react slowly to ae Ey LEFT VENTRICLE 
light. He stares purposelessly and apathetically straight 
before him. His skin and such parts of the mucous 
membranes as are visible are as pale as marble, and his 
hands and lips have a bluish tinge. Large drops of sweat 
stand on his forehead and eyebrows, his whole body 
feels cold to the hand, and a thermometer indicates a 
degree and a half Centigrade in the axilla and a degree 
in the rectum, below the normal. Sensibility is much 
blunted over the whole body, and only when a very pain- 
ful impression is made on the patient does he fretfully 
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pull a wry face and make a languid defensive movement. 
If the limbs are lifted and then let go, they immediately 
fall as if dead. The urine is scanty and dense, but free 
from any traces of sugar and albumin. The pulse is 
almost imperceptible and very rapid. The arteries are 
small and the tension very low. The patient is conscious, 
but replies slowly and only when repeatedly and impor- 
tunely questioned. On being thus questioned, he com- 
plains of cold, faintness, and deadness of the extremi- 
ties. His respiration is characterized by long, deep, 
sighing inspirations, alternating with very superficial 
ones, which are scarcely visible or audible. While being 
brought to the hospital he vomited several times, and 
nausea and hiccoughs still remain. His pallor, cold skin, 
and hoarse voice immediately recall the appearance of a 
cholera patient; characteristic dejections are alone 
wanting to make the resemblance complete. 


Perhaps some of the confusion regarding the 
nature of shock has been due to the conflicting 
terminology. Laboratory investigators and clinicians 
have from time to time attempted to designate some 
particular criterion or clinical feature as necessary 
for the diagnosis of true shock. Attempts have been 
made to differentiate surgical shock, medical shock, 
traumatic shock, hemorrhagic shock, and so forth. 
It is the feeling of the author that the term shock 
relatively well portrays the clinical picture, but that 
one cannot use the term to indicate the nature of 
the process and mechanisms producing the syn- 
drome. Therefore, it would appear best to reserve 
the word as a purely descriptive one without im- 
plications regarding mechanism or prognosis. Just 
as one uses the term dyspnea descriptively and 
without meaning whether the cause be cardiac or 
pulmonary, it appears logical to use the term shock 
as a clinical label and no more. It is in this sense 
that the term will be used in the present discussion. 
The designation then of hemorrhagic, wound, or 


Figure 2. A schematic representation of the factors dif- 
ferentiating primary shock from secondary shock. In the 
normal individual the cardiac output, flow from the 
syringe, is adjusted to the peripheral resistance, the 
needle, so that an adequate arterial blood pressure is 
maintained. In primary shock the peripheral resistance 
is suddenly diminished comparable with replacing the 
21-gauge needle with one of 17-gauge. With the cardiac 
output remaining normal, the blood pressure falls 
precipitously. In secondary shock, on the other hand, be- 
cause of a variety of possible factors, the cardiac output is 
diminished, and despite the substitution of a 25-gauge 
needle (high peripheral resistance), the arterial blood 
pressure cannot be maintained at a normal level. 


burn shock serves only to specify the kind of clin- 
ical situation accompanying the shock state. The 
terms primary and secondary shock appear to be 
of value in distinguishing between the transient, 
early, and more benign form of shock, and the 
slowly developing, prolonged, and more serious 
forms. 


Circulatory Factors 


A discussion of the pathogenesis of shock would 
be much simpler if some pathophysiologic common 
denominator could be found. This has been at- 
tempted many times in the past. It has been sug- 
gested that generalized increase in capillary per- 
meability, hemoconcentration, low arterial blood 
pressure, or diminished cardiac output might be 
this common factor, but none has satisfied all situa- 
tions. It seems inadvisable to summarize all the 
literary dead wood regarding the various theories of 
shock, and it is proposed to discuss only those 
concepts presently held, or currently under dis- 
cussion. 

Arterial Pressure. It is certainly true that in most 
instances of shock there is evidence of a decline in 
arterial blood pressure. This is not invariable but 
is nearest to a readily measurable physiologic com- 
mon denominator available at the present time. The 
state of the arterial blood pressure, in turn, is pre- 
dominantly dependent on two factors, (1) the car- 
diac output, and (2) the peripheral resistance 
against which it pumps. In shock the fall in blood 
pressure may be due to either or both of these 
factors. In most instances of secondary or ordinary 
wound shock, the cause of hypotension and circu- 
latory failure appears to be diminished cardiac 
output. It may be complicated to a greater or lesser 
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degree by alterations in peripheral vascular re- 
sistance. In so-called primary shock, on the other 
hand, there is evidence that alteration in peripheral 
resistance is the major factor. 

Cardiac Output. In our discussion of secondary 
shock we must therefore turn to analyze the factors 
which may alter the cardiac output. Normally the 
total amount of blood flowing through the tissues 
of the body per unit period of time, or in other 
words the cardiac output, is a rapidly fluctuating 
and unstable value. It is constantly altered as a 
result of the varying demands of the many body 
tissues for blood. Modern physiologic interpretation 
is that the cardiac output is the result of the summa- 
tion of body needs rather than the deciding factor. 
This normal range of cardiac activity is wide, and 
only when there is circulatory inadequacy does the 
cardiac output become the limiting feature. Al- 
though not accurate in all respects, it may be illu- 
minating to consider cardiac failure and shock in 
relation to this. 

In the patient with congestive heart failure, there 
is inadequacy of the circulation over a long period 
of time, with the output of the heart not able to 
meet the demands of the body. In shock the circu- 
latory inadequacy is more severe and therefore may 
last only a relatively short period of time before 
death ensues, unless the process is reversed. With 
this sort of unitarian concept, for instance, the 
rather frequently observed terminal state of shock in 
patients with cardiac failure would be a quite logical 
development. It is just a more severe degree of 
circulatory failure. 

Blood Volume. The circulatory difficulty in shock 
is most frequently not due to failure of the pump 
itself (heart disease) but is due to other factors, 
such as loss of blood volume. (One must not confuse 
the amount of blood in the body, blood volume, 
with the amount of blood flowing through the body 
in a unit period of time, cardiac output, or with 
that amount pumped by the heart each beat and 
often referred to as stroke volume.) Any of a wide 
variety of factors that may produce failure of the 
circulation may produce the shock syndrome. Re- 
membering that the circulation is actually a circle 
of tubes, obstruction at any point might lead to this 
end result. 

Therefore, it would appear that there would 


be fundamentally no difference in the shock pro- ~ 


duced by myocardial infarction with acute heart 
failure, by circulatory obstruction due to massive 
pulmonary embolus, or by failure of the pumping 
system related to blood loss. 
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Probably the most frequent cause of secondary 
shock is the loss of effective circulating blood 
volume, and resultant failure of the pumping mech- 
anism. This may occur as a result of a variety of 
causes, the most obvious being the open loss of 
blood from a severed blood vessel. Blood loss, how- 
ever, may take place into the tissues, such as from a 
crushing injury of the extremities, and may be 
hidden from view. Only recent measurements have 
conclusively demonstrated the remarkable magni- 
tude that this type of hemorrhage may assume. It is 
undoubtedly because of this fact that some of the 
mystery existed about the occurrence of shock in 
certain types of injuries where there was little ap- 
parent blood loss. The net result is essentially the 
same as if the blood were lost externally. There may 
in other situations be selective loss of certain com- 
ponents of the blood. In burns or widespread in- 
fections of the serous surfaces such as peritonitis, 
capillary permeability is increased at the site of 
injury, and leakage of plasma occurs in sufficient 
magnitude to produce shock. 

Yet another means by which blood volume reduc- 
tions may occur is by over-all depletion of the body 
fluids, such as in severe diarrheal states where the 
loss of intravascular fluid is merely part of the gen- 
eral loss of body water and electrolytes. In this par- 
ticular instance, there may be further contributions 
to the development of circulatory failure by the 
associated electrolyte disturbance. Finally, it may 
be that vasomotor changes may actually “trap” 
blood in certain areas and reduce the effective avail- 
able volume. 

In general, however, one can say that these vari- 
ous mechanisms have a common end result, in 
that a reduction in total blood volume occurs, 
which in turn is responsible for the inadequate cir- 
culation that produces the shock syndrome. 


SPECTRUM OF CARDIAC OUTPUT 


Figure 3. 
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Toxic or Humoral Factors 


VEM and VDM. There is ample evidence that 
other factors become operative either simultaneous- 
ly or soon after the initial hemodynamic alterations. 
Possibly of great importance are the various hu- 
moral factors that have recently been identified and 
implicated in the development of the shock syn- 
drome. 

The most important of these are the so-called 
vasoexcitor and vasodepressor materials which are 
referred toas VEMand VDM. The former appears to 
be produced in the ischemic kidney and the latter 
in the ischemic liver and muscle. In the early stages 
of shock, there is evidence of VEM production and 
the development of the so-called compensated state 
of circulatory reaction. Later VDM is produced, 
and its inactivation impaired. The toxic action of 
this material may well be an important factor in the 
more severe states of shock, particularly in so-called 
irreversible shock. 

There is some debate regarding the exact nature 
of these substances, and it is even a possibility that 
bacterial action in the gastrointestinal tract or body 
tissues is involved in their production. Still other 
humoral factors, such as renin, may be produced 
by ischemic tissues and may contribute to the de- 
velopment of shock. 

Bacterial Toxins. Other important toxic sub- 
stances have been demonstrated to come from the 
products of bacterial infection. Experimentally, one 
can produce shock in animals by the injection of 
toxic products of bacterial growth. Particularly in 
those instances where shock occurs in conjunction 
with extensive tissue damage, such as crushing 
muscular injuries, one may have extensive contri- 
butions of this type. 

The therapeutic implications of this fact are ob- 
vious and give ample basis for vigorous antibiotic 
therapy in situations where the infectious element 
may develop. 

Although there is still considerable doubt re- 
garding important features of this humoral type of 
mechanism, it appears to play an important role in 
the development of the metabolic and cellular diffi- 
culties that are associated with fatal shock. The 
action of these substances on the smaller blood 
vessels would offer an explanation for the main- 
tenance of the vascular changes in late shock, and 
it may be that the vascular dilatation produced by 
VDM causes a certain amount of the circulating 
blood volume to become ineffectually localized in 
the small blood vessels. This constitutes the so- 


called ‘trapped blood” which has been referred 


to by a number of investigators in this field. 


Local Changes in Blood Flow 


The diminished rate of blood flow throughout 
the body is not shared equally by all organs. Most 
striking is the finding that the kidney blood flow 
may be reduced many-fold in the face of much 
more modest reductions in total body flow. It is 
undoubtedly for this reason that the abnormalities 
of renal function are found in shock patients, such 
as loss of concentrating power, oliguria, and even 
anuria. The reduction in renal blood flow may 
render the kidney susceptible to further damage, 
producing the so-called crush kidney or lower 
nephron nephrosis. The blood flow to the liver is 
also reduced but not to the degree that the renal 
circulation is affected. Another factor is operative, 
however, in that the liver receives much of its blood 
via the portal vein. Ordinarily this blood is well 
oxygenated, even though it has passed through the 
capillary bed of the intestine. In the shock state 
with the reduction in blood flow, the oxygen tension 
of blood going to the liver is considerably reduced 
and therefore less oxygen may be available for 
hepatic consumption. 

There is also evidence that under various cir- 
cumstances, disorders may appear in cerebral or 
myocardial function as the result of the diminished 
blood supply. Certain patients, particularly those 
with pre-existing vascular sclerosis, in the presence 
of shock and reduced blood flow, may develop 
vascular thromboses, leading to myocardial infarc- 
tion or hemiplegia. In general terms, one can say 
that the circulatory impairment of shock may re- 
sult in specific localized deficiencies of flow and 
may cause focal organ dysfunction. This loss of 
function of a single organ because of ischemia or 
thrombosis may be enough to tip the balance and 
cause death despite the correction’ of other parts 
of the shock picture. 


Irreversible Shock 


The problem of so-called irreversible shock has 
always been an intriguing and serious one. Even 
though shock may be instituted by such factors as 
simple blood loss, a point may be reached, if the 
condition is prolonged, where replacement of the 
blood loss is ineffective in reversing the circulatory 
abnormality. The shock is said to have assumed the 
irreversible state. It is undoubtedly true that this 
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represents a situation where the function of the 
cells of one or more organs has become permanently 
damaged by the period of circulatory impairment 
or by some associated factor. This may occur as 
the end result of shock formerly reversible, or may 
be true from the very onset of certain other types of 
shock. Whether the irreversibility results directly 
from the effects of tissue ischemia or because of the 
interplay of a toxic factor, can be debated. 

It is becoming increasingly apparent that the role 
of the liver is important in the development of the 
irreversible state. In experimental animals, pro- 
cedures ordinarily causing irreversible shock have 
failed to do so when the liver has been perfused with 
adequate amounts of arterialized blood. It has also 
been recently demonstrated that pretreatment with 
oral aureomycin renders experimental animals less 
susceptible to the development of irreversible shock. 
This appears to be due to the fact that the drug’s 
antibiotic activity in the gastrointestinal tract de- 
presses the bacterial growth that may be the source 
of products deleterious to the liver. Observations of 
this type have opened interesting new possibilities 
in our concepts of the irreversible nature of shock 
and its treatment. Practically, however, the phy- 
sician should be aware that this irreversible state 
may be reached, and that unfortunately a time does 
occur in the course of shock when ordinary thera- 
peutic measures become ineffective. 

Thus far there has been discussion of so-called 
secondary shock. Primary shock is the type of 
shock picture that may come on immediately after 
an injury, particularly if accompanied by much pain 
or psychic trauma. The patient may almost at once 
present a picture of shock clinically indistinguish- 
able from that discussed heretofore, yet of a more 
transient and less serious nature. Although this 
type of circulatory reaction is difficult to study, 
there is ample evidence that a major factor is the 
loss of arteriolar tone (loss of peripheral resistance) 
with subsequent fall in blood pressure. Blood flow 
through the body may not be reduced, and this 
may be a factor in the benign nature of this condi- 
tion. It may only be the prelude to the development 
of more serious secondary shock, and the clinical 
picture of one will blend imperceptibly into the 
other. The mechanisms producing this condition 
appear to be closely related to those producing the 
ordinary faint or syncope. 

Some formerly widely accepted concepts regard- 
ing shock appear to be falling by the wayside. Al- 
though a fall in blood pressure is a usual feature of 
the shock syndrome, it is now recognized that in 
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certain situations and especially in early shock, the 
blood pressure may be well maintained. Also, the 
pulse rate is usually somewhat increased but not 
to a marked degree. The occurrence of an extremely 
rapid pulse should suggest the possible occurrence 
of complicating features, such as infection, pul- 
monary embolus, or even paroxysmal tachycardia. 
The respirations are usually not markedly altered, 
but in certain situations where there is peritoneal 
or pleural irritation, a striking rapid and shallow 
type of respiration may occur. 


MYOCARDIAL INFARCTION 


Figure 4. In the patient with pre-existing coronary or cerebral 
arteriosclerosis, shock may cause myocardial infarction or a 


stroke, 


There has been considerable discussion regard- 
ing the occurrence of increased capillary permea- 
bility in shock. It is now believed that this occurs 
locally at the site of injury, but there is no evidence 
of a generalized increase in permeability with re- 
sultant capillary leakage in most situations. Should 
this be the case one would expect hemoconcentra- 
tion to occur as the result of the plasma loss. This 
is found only in certain types of shock, such as ex- 
tensive burns or peritonitis. Here the extensive 
surface involved allows for sufficient plasma loss to 
actually produce detectable hemoconcentration. In 
most instances of shock, on the contrary, hemo- 
dilution is the rule, the result of the body’s attempts 
to restore the diminished blood volume. 

The foregoing discussion has separated certain 
features such as blood loss, infection, and primary 
shock. In actual practice a given patient usually has 
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multiple factors at work in producing the picture of 
shock. As his disease state progresses, the relative 
importance of these factors may vary. For instance, 
a person with a ruptured peptic ulcer may initially 
have primary shock from the painful insult to his 
peritoneum. He later may remain in shock due to 
the leakage of plasma-like fluid into his peritoneal 
cavity, and still later continue in shock because of 
secondary infection of the peritoneal cavity. 
Obviously the aim of the physician should be to 
prevent shock whenever possible. In an injured 
person or in a patient undergoing a surgical pro- 
cedure, this is frequently feasible. If shock is not 
preventable, then therapy should be aimed at the 
earliest possible restoration of circulatory function. 
This is particularly true in old and already debili- 
tated individuals where the occurrence of irrever- 
sible shock or vascular thromboses presents an even 
greater danger. On the other hand, excessively vig- 
orous therapy, particularly with intravenous fluids, 
may produce difficulties of another sort. For in- 
stance, it is now recognized that postoperative 
patients have an intolerance for salt and water 
which may enhance the tendency of the enthusiastic 
therapist to drown his patient with intravenous 


fluids. 
Blood Transfusion 


The therapy of shock is, of course, dependent on 
the causative factors. In the most common variety 
where reduction of blood volume is the major pre- 
cipitating factor, replacement of the lost blood is 
the primary aim of therapy. In a patient with 
enough blood loss to produce shock, the amount of 
replacement fluid required is larger than thought 
some years ago and may vary from one to several 
liters. The ordinary precautions for the administra- 
tion of blood transfusions are even more important 
in treating the shock patient, because of the sus- 
ceptibility of his kidney to the results of a mis- 
matched transfusion. Where blood loss in any form 
has occurred, there is no question that blood is the 
most logical and best replacement material. Even 
where there is hemoconcentration this appears to 
be true. It has been shown that in patients with 
burns, there is considerable red cell loss even though 
the resultant picture may be that of hemoconcen- 
tration. Therapy should be designed to bring the 
circulation back to a normal state. Under most cir- 
cumstances this can be accomplished by relatively 
rapid intravenous administration of the blood, but 
under particularly desperate circumstances, the 
intra-arterial transfusion of blood is indicated by 


the techniques that are now available. Only in those 
patients with burns about the respiratory passage 
is there convincing evidence that suboptimal ther- 
apy in terms of blood pressure response is the pro- 
cedure to be followed. It should be remembered 
that the transfusion of blood carries certain dangers 
and therefore should not be used unless definitely 
indicated. 


Plasma Transfusion 


If whole blood is not available, then one must turn 
to some form of substitute. Plasma is probably the 
most widely used, but it is not a complete substitute 
for blood, and its use also carries certain dangers. 
Pooled plasma is a particularly dangerous source of 
the virus of infectious hepatitis producing jaundice 
in as many as 2-4 per cent of recipients. At the 
present time, there appears to be no entirely satis- 
factory method of freeing plasma of this virus. 
During World War II, considerable purified human 
serum albumin was prepared for the treatment of 
shock and is still available in limited quantities. 
The processing is difficult and the final product 
expensive. Aside from convenience and the prob- 
ably absent danger of transmitting hepatitis, it offers 
little advantage over plasma for peace-time use. 
Both plasma and albumin solutions of course re- 
quire human donors as the source of supply. 


Plasma Substitutes 


There have been many attempts to produce 
plasma substitutes from materials that are more 
plentiful than human blood. Because of the current 
threat of major disaster from atomic explosions, 
there is considerable interest in the development of 
such products. At the present time three materials 
are receiving considerable attention, namely, Dex- 
tran, Periston (polyvinylpyrrolidone or PVP), and 
various derivatives of gelatin. 

Dextran, a polymer of glucose, can be produced 
from sugar solutions by bacterial fermentation. 
After hydrolysis to near the molecular size of human 
albumin, it has been used as a replacement fluid in 
the treatment of shock, with generally good results. 
Experience in this country with early Dextran 
products revealed a high incidence of allergic-type 
reactions, but with recent preparations the reactions 
have been minimal. It has recently been demon- 
strated that in the body a major portion of Dextran 
is broken down to glucose and metabolized, so that 
there is no problem of storage as was experienced 
with earlier plasma substitutes, such as acacia. 
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PVP is a synthetic polymer developed in Ger- 
many during World War II and used extensively 
during the latter phases of the war by the German 
armed forces. It is now being manufactured in the 
United States and is reported to be a satisfactory 
plasma substitute. It is biologically more active than 
Dextran, and there is little information regarding 
its metabolic fate. 

Various preparations of gelatin have been used in 
the treatment of shock for many years. The earlier 
materials had the disadvantage that they solidified 
at room temperature, necessitating a period of 
warming before use, which interfered with their 
use in an emergency. Newer preparations have to a 
large degree avoided this difficulty, but there still 
remains a relatively high incidence of allergic-type 
reactions, although they have not been of a serious 
nature. 

These various plasma substitutes still should be 
considered as substitutes for a better and more 
logical therapeutic agent, blood. There would, how- 
ever, appear to be a definite place for their use even 
in civilian practice. They can be kept for long pe- 
riods of time without special storage precautions 
and are immediately available for emergency use. 
They would thus seem to be of particular value in 
outlying communities away from blood banks, and 
in case of an unexpected large disaster. In addition, 
even though blood is relatively quickly available, an 
appreciable delay is usually present in treating the 
emergency patient. It would appear quite logical 
that early therapy with Dextran or some other 
plasma substitute might lessen the period of shock 
and diminish the possibility of irreversible changes. 
Early therapy would also improve the renal blood 
flow, so that when blood was administered, it would 
be without the added danger of the ischemic kidney 
in case a reaction might occur. 

Replacement therapy with intravenous fluids is 
indicated in all forms of shock where there is evi- 
dence of loss of plasma volume. It is a mistake, how- 
ever, to regard all forms of shock as requiring blood 
transfusions. The type of shock that one sees with 
acute cardiac failure due to myocardial infarction is 
an example where there has been considerable dis- 
cussion. There are conflicting reports regarding the 
efficacy of blood in this situation. Unless blood is 
trapped in ineffective areas or the damaged myo- 
cardium requires a higher filling pressure, this form 
of therapy would not appear to have a logical basis. 
Nevertheless, beneficial results are reported by 
some, so that further work in this field is required 
before one can make definitive statements. 
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Electrolyte Solutions 


Intravenous saline solutions have been rather ex- 
tensively used in the treatment of shock. There is 
no question that, if other fluids are not available, 
saline solutions are helpful as an emergency measure 
until more definitive therapy is available. The funda- 
mental use for saline, however, appears to be for the 
relief of dehydration that may accompany the shock 
syndrome. Here it would be used until the deple- 
tion had been corrected, just as in other situations 
without the complication of shock. It is obvious 
that saline solutions should be used with great 
care, if at all, in patients with congestive heart 
failure, chest injuries where there is danger of pul- 
monary edema, or in patients with evidence of renal 
disorders. If clinically feasible, oral saline solutions 
may be used to correct dehydration, but care should 
be exercised so that vomiting is not produced. 


Additional Therapy 


Antibiotic therapy appears to be definitely advis- 
able in the treatment of any patient with appreciable 
tissue damage. It may be that further investigation 
will reveal that toxic bacterial effects are more fre- 
quent in shock patients than we now suppose, and 
give basis for the even wider use of antibiotics. 

Pressor drug therapy, in general, has not been im- 
pressive in the treatment of shock. In the patient 
with shock due to myocardial infarction, for ex- 
ample, ephedrine and related compounds have been 
tried with only moderate degrees of success. They 
are now rather widely used and certainly appear to 
merit further clinical trial. In shock due to blood 
loss, there appears to be little indication for such 
agents. 

ACTH and Cortisone. Recently there has been 
considerable interest in the possible value of ACTH, 
Cortisone, and adrenal cortical extracts in the 
treatment of the shock state. There is no question 
that such products are indicated when there is evi- 
dence that shock is due to adrenal cortical insuffi- 
ciency. The use of the total eosinophil count would 
appear to be a useful means of ascertaining which 
patients do have adrenal insufficiency, in that their 
eosinophil level will not be reduced despite the 
stress of the shock state. On the other hand, there 
has been certain evidence that these materials are 
beneficial in shock due to burns and other forms of 
trauma when there is no specific evidence of adrenal 
failure. Initial experimental observations have not 
borne out this clinical impression, but the problem 
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must remain unsettled until further experimental 
and clinical studies have been carried out. 

Sedation. It has been traditional for many years 
that patients with shock receive medication such as 
morphine to relieve any pain and anxiety that they 
might have. There is considerable recent military 
evidence that morphine and sodium pentobarbital 
in small intravenous doses are of value, but only in 
the treatment of pain and not of the shock state 
itself. It should be noted that shock patients are 
quite susceptible to such medication, and that the 
mobilization of subcutaneously injected drugs is so 
poor that intravenous medication in small amounts 
is recommended as the best procedure. During 
World War II it was found that patients receiving 
multiple subcutaneous injections of morphine dur- 
ing a period of shock, often showed evidence of 
overdosage following relief of their shock state, due 
to the mobilization of the drug from peripheral areas 
by the improved circulation. 

Body Temperature. There has been considerable 


discussion also regarding the use of heat and cold. 
Probably a middle path is indicated, in that the 
patient should be prevented from chilling, yet 
neither excessively hot nor cold. Under certain cir- 
cumstances, the application of cold to a damaged 
area may prevent the continued loss of plasma, but 
the local treatment of burns and muscle trauma is 
beyond the scope of the present discussion. 

Complications. One must constantly be aware of 
the possible development of either irreversible shock 
or the more specific complications such as lower 
nephron nephrosis, myocardial infarction, or cere- 
bral thrombosis. If evidence of these difficulties 
appears, the course of therapy should be modified 
accordingly. As in most clinical situations, the 
careful clinical appraisal of the patient by the phy- 
sician, and the application of intelligent individ- 
ualized therapeutic measures will yield results of 
maximum benefit. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


Identification of Lymph Nodes 


A PRIME consideration in the surgical treatment 
of bronchiogenic carcinoma is the thorough re- 
moval of the regional lymphatics, according to 
Weinberg (J. Thoracic Surg., 22: 517, 1951). 
Vital staining makes it possible to recognize the 
location of the various groups of nodes which re- 
ceive lymph from the lung. Five cubic centi- 
meters of a 4 per cent solution of pontamine sky 


blue in distilled water is mixed with 30 units of 
hyaluronidase. This mixture is injected super- 
ficially and deeply in the circumference of the 
pulmonary tissue near the root of the lung. Some 
of the dye is also injected against and into the 
wall of the main bronchus. Nodes and lymphatic 
vessels become stained within a minute or two 
after the injection is made. 


Etiology and Nature of Leukemia 


IN HIS recent analytical review, Furth states: 
“The essential change in leukemia resides in the 
leukemic cell and consists of an acquired inabil- 
ity of immature leukocytes to respond to forces 
normally regulating their proliferation and matu- 


ration. This change is essentially that termed 
neoplastic; the end result is a new type of cell 
with a wide range of fixed abnormalities as con- 
cerns behavior and appearance.” —Blood, 6: 964, 
1951. 
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Diagnosis and Creatment of the Anemias 


BY MAXWELL M. WINTROBE, M.D. 


Salt Lake City, Utah 


The diagnosis of the anemias is generally quite simple. It depends on the principles and practice of good 
medicine and involves the use of very elementary procedures. The treatment of the anemias also is usually 


simple. In the last analysis, like all clinical medicine, the diagnosis and treatment of the anemias depend on 


an ounce of intelligence (the detective work), an equal amount of knowledge, and a pound of thoroughness. 


THE various ways in which anemias may be classi- 
fied are well known, and it is not often difficult to 
make a clear statement about the nature of the 
anemias which one encounters. Many instances of 
anemia, furthermore, can be treated quite specific- 
ally. Truly obscure anemias are relatively uncom- 
mon. Nevertheless, if one judges by patients as 
they are treated by and large, and when one considers 
their confused management and the “shotgun” 
therapy to which they are subjected, it would seem 
that the cause of most anemias is obscure, their 
pathogenesis is unknown, and their management 
is impossible. What is the reason for this contra- 
diction? 

The answer to this question is plain. It is all too 
common to find that, when the diagnosis has been 
obscure, this has usually been due to the fact that 
the study of the patient has been incomplete 
(see color illustration). While the principles of good 
clinical medicine are well known, the practice is all 
too often forgotten. 


History 


Without an appropriate history, a thorough 
physical examination, and the intelligent use of 


the laboratory, any anemia can appear to be ob- 
scure, and its treatment will be confused. 

This thesis can be illustrated by the story of the 
girl of fifteen, an alleged case of pernicious anemia 
at an early age, whose anemia was due to hypo- 
thyroidism (Chart 1); or the case of pancytopenia 
of unknown cause in which the fact that the patient 
had epilepsy and was receiving Mesantoin, had 
been overlooked (Chart 2). With substitution for 
the offending agent of another one suitable for the 
management of epilepsy, and with blood transfu- 


Chart 1 


W.F., 15 yrs.: “Pernicious Anemia; no response to liver.” 

P.l.: Tired and sleepy 1 year. Morning nausea with occ. R.U.Q. 
pain and vomiting. Moderate anemia, unresponsive to liver and 
iron. Constantly feels chilly. Scanty menses. Teachers noted her 
“slipping” in school. 

P.H.: Menses began at 1012. Thyroid swelling treated with iodine 
1 year. 

P.E.: Large girl, pasty lemon-yellow tint. Skin very dry. Alert men- 
tally. SI. puffy face. Thyroid sl. boggy. 

R.B.C. 3.23, Hb. 10.2, Hct. 30.4, MCY 94, MCH 32, MCHC 33, 
WBC 6600, Pi. 136,000. 

Urine 1.005, alb. and sugar 0; PSP 70 per cent in 2 hours. 

G.A. 17° free HCI (hist.); BAR —45, — 16; cholesterol 406 mg. 

Conclusion: Hypothyroidism with anemia and gastric symptoms. 
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Chart 2 


W.M., 37 years: “Obscure Anemia.” 

P.I.: 7 months before: weakness, Hb. 70 per cent, liver capsules. 
Colds with fever, chills, increasing anemia. Liver shots, Fe., 6 pints 
blood. Pentnucleotide. G.I. series negative., Stools negative. 

P.E.: Pallor; ecchymoses skin, fundi. 

R.B.C. 2.18, Hb. 7, Hct. 19, MCV 86, MCHC 36, WBC 2600, N 23, 
L 65, M 12, Platelets 80,000, B.T. 34, Cl. Ret. peor, T. T. positive. 

Mesantoin 2 years for epilepsy. 

Diagnosis: Aplastic anemia due to drug Rx. 


sion, the patient ultimately recovered. A number 
of other instances can be cited in which the essen- 
tial difference in the approach to the patient was 


In the physical examination the skin must be 
scrutinized carefully for telltale nodules, petechiae, 
or telangiectases; the hands and fingernails cannot 
be neglected since they often reveal useful infor- 
mation such as pallor, cyanosis, koilonychia, pete- 
chiae, or clubbing of the fingers; and the pulse 
must not be overlooked—its character, the blood 
pressure, and the caliber of the arteries should be 
noted. In the conjunctivae the characteristic 
pinguecula of Gaucher’s disease may be discovered, 
while the fundi may show hemorrhages or, on the 
other hand, may give evidence of some systemic 
disease which is the cause of the anemia. Leukemia, 


ESSENTIALS IN THE DIAGNOSIS 


that the history was taken as a detective would 
take it, with a searching for clues and the pursuit 
of all suggestive trails rather than in the half- 
hearted, automatic fashion which is too common. 


Physical Examination 


The physical examination must likewise be 
thorough. Nothing can be overlooked, for one never 
knows where the important detail may be encoun- 
tered. Thus one might cite the case of the patient 
whose story was actually misleading in that her 
anemia seemed to date from a time a number of 
years before, when she had worked ina rubber factory. 
However, instead of her having aplastic anemia, 
physical examination revealed all the characteristic 
findings of advanced renal disease, apparently 
totally unrelated to her work in the rubber factory 
(Chart 3). 


DIAGNOSIS TREATMENT 


scurvy, plumbism, or drug therapy (Dilantin) may 
be suggested by the gums, while the tongue is 
characteristically altered in pernicious anemia, in 
iron deficiency, and in certain nutritional deficien- 
cies. Enlargement of lymph nodes must be looked 
for specifically, and a systematic search made for 
bone tenderness or swelling. The heart and lungs 
must be examined carefully ; and one must not over- 


Chart 3 


W.F., 40 yrs., housewife: “Aplastic Anemia.” 

P.I.: 10 years ago: Anemia while working in rubber factory. 2 years 
ago: Weakness, malaise. Hb. 30 per cent. Liver, iron, folic acid, 
Bio, 3 pints blood. 

P.E.: B.P. 180/95. Frequency, nocturia 15 years. Sallow. Fundi— 
grade-2 flame-shaped hem. Heart enlarged. 

R.B.C. 2.5, Hb. 7.8, Het. 23.5, MCV 94, MCHC 33, WBC 6750, 
N 68,E+8B 4,L 20, Platelets 240,000, B.T. 15 Min., Cl. Ret. good. 

BUN 164, Urine 1.007-1.011, alb.+-+ RBC+, WBC occas. to 
many, casts, PSP O per cent. 

Diagnosis: Anemia due to chronic pyelonephritis. 
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look the fact that cardiac enlargement and mur- 
murs, anemia, and splenomegaly may not repre- 
sent a hemopoietic disorder but, instead, subacute 
bacterial endocarditis. It is not rare for a just 
palpable spleen to be overlooked if the patient has 
not been examined while lying in the right lateral 
position, and sometimes abdominal tumors are 
passed by (Chart 4). 

A tumor in a testicle, the discovery of a rectal 
stricture or mass, or some feature of the pelvic ex- 
amination may turn out to be the critical finding; 
and, of course, one will remember that the nervous 
system cannot be neglected. 


urinalysis may give information which will be criti- 
cal, as in cases of anemia due to chronic renal 
disease. Of the blood examinations, the most im- 
portant, by far, is the examination of the blood 
smear. The physician should make a habit of doing 
this himself, for thereby he is in a position not only 
to acquire a visual picture of the blood for himself, 
but also to check the laboratory work. It is just as 
important for the physician to look at the blood 
smear himself as that he listen to the heart and 
lungs himself, see the x-rays and examine the 
electrocardiogram; and in most instances this re- 
quires less-specialized skill. 


AND TREATMENT OF THE ANEMIAS 


BLOOD SMEAR 


THOROUGHNESS 
KNOWLEDGE 


Simple Laboratory Tests 


It is important to note that, of the laboratory 
examinations, the most useful are still the most 
simple. Thus the finding of a guaiac-positive stool 
may yield the most important clue to the nature 
and cause of the anemia and its remedy. Again, 


Chart 4 


W.M., 45 yrs., boker: “Anemia.” 

P.I.: For 14 months low abd. colic p.c., relieved by passage of flatus. 
6 months later physician noted anemia (Hb. 53 per cent). G.A. 
no free HCI, Rx Bio and liver; no benefit. Bright red blood clots 
in stool (patient's observation). 22 Ib. weight loss. 

P.E.: Pallor—koilonychia (Figure 2); systolic cardiac murmur, grade 
2; spleen and liver palpable; oval mass right side (Figure 3). 
R.B.C. 4.07, Hb. 5.3, Hct. 22, MCV 54, MCHC 24, WBC 9000, 

Platelets 229,000. 

Barium enema: Filling defect cecum and proximal portion ascending 
colon. 

Operation: Right hemicolectomy for carcinoma of colon. 


GP « July, 1952 


INTELLIGENCE 


In most cases of anemia it will be necessary not 
only to measure the degree of anemia and to de- 
termine the size and hemoglobin content of the red 
corpuscles, but also to observe what is happening 
to the white cells and platelets. Too often has 
one encountered cases, alleged to be examples of 
aplastic anemia, in which the white cell count and 
platelet count were either overlooked or had not 
been determined; when these are normal, aplastic 
anemia is excluded (Chart 3). The activities of the 
hemopoietic system are reflected in all three cor- 
puscular elements of the blood, and all three must 
be examined with the questions in mind: (1) What 
effort is being made by the hemopoietic system to 
correct this anemia? Is there an increase in reticu- 
locytes, and are other immature forms of the red 
cell series in the circulation? (2) What are the other 
corpuscular elements doing? What are the leuko- 
cyte count and differential? Is there a shift to the 


3 

X-RAY | — 

| 

| 

61 
% 

ult 


Figure 1. Flattened and spoon-shaped fingernails in a patient 
(Chart 4) with iron-deficiency anemia resulting from blood 
loss from adenocarcinoma of the ascending colon (Figure 2). 


left or is there a depression mainly of the neu- 
trophilic series? (3) What is the status of the plate- 
lets and the mechanism of coagulation ? If the plate- 
let count is reduced, the bleeding time prolonged, 
the clot retraction poor, and the tourniquet test 
positive, a serious disturbance in platelets can be 
recognized. Finally, it must be asked: (4) Is blood 
destruction excessive? Is the icterus index or the 
van den Bergh elevated, and are the urinary and 
fecal urobilinogen increased? Are any of the other 
findings which are usually associated with hemoly- 
tic anemia present, such as reticulocytosis, or in- 
creased osmotic fragility ? 


Bone Marrow Study 


Bone marrow examination has become very popu- 
lar, and some physicians seem to think than an ac- 
curate diagnosis of anemia or of any other hemo- 
poietic disorder cannot be made without bone mar- 
row examination. There has been some tendency to 
make a fad of bone marrow examination. It must be 
recognized that the number of conditions in which 
marrow puncture will yield critical information is 
limited. The most important conditions in which 
this type of examination is essential (Table 1) in- 
clude ‘aleukemic” leukemia, multiple myeloma, 
Gaucher’s disease, myelophthisic anemia, and kala- 
azar; that is, conditions in which characteristic ob- 
jective evidence will likely be found in the bone 


marrow. 

The finding of signs suggesting aplastic anemia 
or myelosclerosis or myelofibrosis must be corrob- 
orated by trephine biopsy, for puncture may some- 
times be misleading. The recognition of myelo- 


sclerosis is most important, since the accompanying 
splenomegaly represents a serious temptation, to 
which one should not succumb, to remove the organ 
which is serving the function of the bone marrow. 

The necessity for marrow examination in idio- 
pathic thrombocytopenic purpura is still somewhat 
questionable in spite of the characteristic picture 
which has been described. It is not often, further- 
more, that one actually needs to examine the bone 
marrow to make a diagnosis of pernicious anemia 
although, without doubt, the marrow picture in 
that condition is always entertaining. Likewise, in 
the hemolytic anemias, one is likely to find only 
what one should have expected. 


Accessory Examinations 


Of the accessory examinations, roentgenography 
is by far the most important. However, this also 
must be done with discrimination and a clear under- 
standing of one’s objectives. The case may be cited 
of the man with hypochromic microcytic anemia 
whose stool at the time was guaiac negative and 
whose first gastrointestinal series was also negative. 
Only on insistence that there must be an ulcerative 
process in the gastrointestinal tract, in view of the 
type of anemia found, was the gastrointestinal series 
repeated and an ulcer found in the stomach. Roent- 
genography may also be helpful in discovering a 
diaphragmatic hernia which is the cause of an iron- 
deficiency anemia; or it may reveal some of the 
characteristic changes seen in multiple myeloma, 
Mediterranean anemia, or myelosclerosis. 

It is very rare in the blood disorders that any more 
complex types of examination are needed in diag- 
nosis. Even in polycythemia vera, measurement of 
total blood volume is rarely necessary. Plasma iron 
and copper determinations and measurement of 
free erythrocyte protoporphyrin still are techniques 
of research interest rather than of frequent practical 
importance. 


Table 1. Indications for Marrow Puncture 


Aleukemic Leukemia 
Disorders Characterized by Telltale Cells 
Multiple Myeloma 
Gaucher's Disease, Niemann-Pick's 
Tumor Metastases 
Diseases Caused by Parasites 
Kala-Azor 
Lack of Hemopoiesis (trephine biopsy usually indicated) 
Aplastic Anemia 
Myelosclerosis 
“Splenic Pancytopenia” 
Thrombocytopenic Purpura? 
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Table 2. Therapeutic Agents in the Anemias 


SPECIFIC 
lron—in Iron-Deficiency Anemias 
Liver Extract, Vitamin Bjz—1In Pernicious and Related Anemias 
Folic Acid (PGA}—In 
“Refractory” Megaloblastic Anemias 
Megaloblastic Anemia of Infancy 
“Pernicious Anemia” of Pregnancy 
Desiccated Thyroid—in Anemia of Hypothyroidism 
Ascorbic Acid—tin Scurvy 
NONSPECIFIC 
Blood Transfusion 
Splenectomy 
ACTH, Cortisone 
ESSENTIAL 
Treat the Underlying Disorder 
Infection 
Leukemia 
Etc. 


Specific Treatment 


The treatment of the anemias is actually very 
simple and depends essentially on accurate diagno- 
sis. Of the therapeutic agents useful in the anemias 
(Table 2), iron is the one most commonly needed. 
Iron, however, is of value only in the treatment of 
iron-deficiency anemia. It has no value in the man- 
agement in the anemia of infection and is likewise 
useless in other types of anemia. Parenteral iron 
therapy is needed very rarely and should not be 
used unless iron deficiency has been demonstrated 
since, otherwise, the unneeded iron will simply 
remain in the body unused. The writer has rarely 
encountered cases in which gastrointestinal irri- 
tation from oral iron therapy made parenteral ad- 
ministration necessary; and the instances in which 
the patient was unable to absorb iron from the gas- 
trointestinal tract have been extremely few, even 
when one includes cases of sprue. 

Liver extract therapy or vitamin By, are required 
in the management of the megaloblastic anemias 
of pernicious anemia, sprue, and idiopathic stea- 
torrhea. Folic acid should not be used in the man- 
agement of pernicious anemia, and the instances of 
sprue or idiopathic steatorrhea where folic acid is 
needed are rare. However, folic acid may be the 
only effective agent in the management of the so- 
called pernicious anemia of pregnancy and in 
megaloblastic anemia of infancy. Extremely un- 
common are cases of so-called “refractory megalo- 
blastic anemia” and “‘achrestic anemia” which re- 
spond only to folic acid. This agent should not be 
used in the treatment of pernicious anemia because 
it does not protect the nervous system, and neuro- 
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logic changes may develop or advance, sometimes 
at a rapid pace. 

The macrocytic anemia of hypothyroidism is 
managed by the administration of desiccated thy- 
roid, while the treatment of the macrocytic anemia 
of liver disease depends on whatever can be done 
for the liver disease itself. 


Essential Treatment 


Of greatest importance in the treatment of the 
anemias is the treatment of the underlying disease. 
If that happens to be infection, successful manage- 
ment of the infection will result in relief of the 
anemia. If leukemia is the cause, then the appropri- 
ate treatment is that which is required for the man- 
agement of the leukemia. The anemia of renal 
disease is difficult to manage because that is the 
story of renal disease itself. 


Nonspecific Treatment 


Blood transfusions serve but as temporary meas- 
ures; nevertheless, they are of great value in many 
situations, as in cases of aplastic anemia, anemia of 
renal disease, occasional instances of anemia of in- 


Figure 2. Filling defect in cecum and proximal portion of 
ascending colon of patient A.J. (Chart 4) proved at operation 
to be due to adenocarcinoma. 
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fection, and in some of the hemolytic anemias, as 
well as, of course, in the anemia associated with 
acute blood loss. Iron-deficiency anemia is best 
managed by the administration of iron and a good 
diet. 

The hormones, adrenocorticotropic hormone 
(ACTH) and Cortisone, have shown considerable 
promise in the management of acquired hemolytic 
anemias, and they also seem to have some value in 
acute leukemias. A temporary effect in purpura 
hemorrhagica has also been observed. 

Splenectomy (Zable 3) has its most important 
place and greatest success in the treatment of con- 
genital hemolytic jaundice. It plays a somewhat less 
successful role in the management of idiopathic 
thrombocytopenic purpura. Splenectomy is much 


Table 3. Indications for Splenectomy 


Congenital Hemolytic Jaundice 
Idiopathic Thrombocytopenic Purpura 
Acquired Hemolytic Anemias—Certain Cases 
Certain Instances of Neutropenia 
Pancytopenia 
Congestive Splenomegaly (with venous-shunt operations) 


less likely to be successful in acquired hemolytic 
anemia. In those rare instances of hemopoietic dis- 
order, which by exclusion are classified as splenic 
neutropenia or splenic pancytopenia, splenectomy 
is sometimes valuable. For the management of con- 
gestive splenomegaly, splenectomy is now being 
combined with venous-shunt operations. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


EIGHTY-FIVE per cent of patients with fatal pulmonary emboli have had such warning signs as low 
grade temperature, tachycardia, a history of previous thromboembolic disease or varicose veins. 


IN HEART FAILURE before middle age, the pathologic state of the heart itself is all important; later the 
condition of the peripheral vessels must also be taken into account. 


Putmonary atelectasis following upper abdominal operations is best detected by x-ray 24 hours 


after operation. 


HIGH oxygen concentrations in anesthesia tend toward production of atelectasis. 


BRONCHIECTASIS is responsible for nearly half of all instances of hemoptysis. 


Tue newborn infant with an unusual amount of oral mucus may have a tracheoesophageal fistula. 


Arter the age of forty bronchial asthma is due more often to intrinsic than to extrinsic factors. 


—WituM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 


GP « Volume VI, Number 1 


Figure 1. Angiocardiogram (left anterior oblique position) show- 
ing coarctation of aorta and notching of posterior ribs. Figure 2. 
Angiocardiogram of interatrial septal defect, showing great 
enlargement of pulmonary artery and branches as well as 
smallness of aértic knob. Figure 3. Right aortic arch. The 
widened aortic shadow extends from the right hilum to the 


Comgenital Fteart Disease “iwi etn fom te rit he 


ie with right aortic arch. The esophagus is displaced forward by 


ie ALTHOUGH one should not usually attempt to make 


an anatomic diagnosis on the basis of an x-ray alone, 
there are certain congenital abnormalities having a 
characteristic radiologic appearance. Coarctation of 
the aorta, interauricular septal defects, and right 
aortic arch are examples. 

The most important radiologic sign in coarctation 
of the aorta is erosion of the inferior margins of the 
ribs. This notching is multiple, usually bilateral, and 
involves the third to the ninth posterior ribs. It is 
caused by pressure on the rib by the dilated, tortuous 
intercostal arteries. Such notching is not invariably 
present being absent or of slight degree in children 
and in the presence of an associated widely patent 
ductus arteriosus. The heart may be enlarged down- 
ward and to the left to a varying degree. The aortic 
knob is often small and the ascending aorta dilated, 
-at times to an aneurysmal size. In the left oblique po- 
sition, the aortic arch and descending aorta may not 
be identifiable. The site and extent of the coarctation 
as well as the collateral circulation can be demon- 
strated by angiocardiography. 

In interauricular septal defect the most striking 
radiological sign is the marked dilatation of the pul- 


the aorta. 


monary artery and its branches. The bulge of the 
pulmonary arc may assume aneurysmal proportions 
due to enlargement of the trunk of the pulmonary 
artery and its left branch. The right branch of the 
pulmonary artery is dense and comma-shaped. Flu- 
oroscopically, there are marked pulsations of the pul- 
monary artery and its branches, referred to as the 
“hilar dance.” In the posterior-anterior view, the 
transverse diameter of the heart is increased. The 
aortic knob is small or absent. 

A right aortic arch results when the fourth right 
primitive aortic arch instead of the left develops into 
the definitive aorta. The aortic knob is absent on the 
left side, and the aorta is seen on the right as a knob 
or a shadow descending from the right sternoclavicu- 
lar joint. Anatomically the aorta lies to the right of 
the esophagus and trachea and passing behind these 
structures displaces them anteriorly and to the left. 
The appearance of barium in the esophagus is pa- 
thognomonic, as the esophagus is indented on the 
right and pushed forward and to the left. 
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Aerial view of Georgetown University Hospital (left) and the Georgetown University School of Medicine. 


Georgetown University 


School of Medicine 


The year 1950 marked the centennial anniversary of the 
founding of Georgetown University School of Medicine, 
Washington, D.C. During one hundred years the school 
has grown from a modest beginning to a modern medical 
center. A new four-hundred-bed Georgetown University 
Hospital was opened in August, 1947. Its location adjacent 
to medical school buildings provided for the first time the 
advantages which accrue when clinical facilities are in close 
physical proximity to basic science laboratories. Collabora- 
tive efforts between the preclinical and clinical teachers are 
now more fully effective. The new hospital not only greatly 
increased the bed capacity but provided the clinical staff for 
the first time with adequate space for research, teaching, and 
professional activities. Members of the Department of Medi- 
cine at Georgetown University School of Medicine are happy 
with the invitation to prepare a series of papers on therapy 
for GP. 

The many advances in medical science during the past 
Sifteen to twenty years have given the modern practitioner a 
broad and effective therapeuticarmamentarium, und reamed 
of by his predecessor of only a generation ago. Drugs with 
great potential for good, may, when used improperly, do 


much harm. There is need, therefore, for all physicians to 
acquire an understanding of the correct use of new drugs or 
therapeutic procedures as they are made available for gen- 
eral use after carefully controlled laboratory and clinical 
research studies. 

Rational therapy depends primarily on thorough under- 
standing of the pathogenesis of disease; otherwise treatment is 
symptomatic, with the likelihood that results will be less 
satisfactory or entirely unsuccessful. For this reason each 
article in the series will briefly outline the present funda- 
mental concepts of the pathogenesis of the disease in ques- 
tion. This will permit a therapeutic program based on 
understanding rather than memory. Unless approached in 
this manner, discussions of treatment often lead to con- 
fusion. 

It is hoped that the readers will find the material in this 
series informative and helpful in solving some of their 
everyday problems of medical practice. 

—Haroip Jecuers, M. D. 
Professor of Medicine 
Georgetown University School 

of Medicine 
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Practical Therapeutics 


HEADACHES: THEIR ANALYSIS AND TREATMENT 


BY JOHN J. CURRY, M.D., AND BRUCE I. 


Georgetown University School of Medicine, Washington, D. C. 


Tue works of Pickering, Penfield, Wolff, and their 
co-workers have indicated that pain may arise from 
traction or distention of: (1) intracranial arteries, 
(2) venous sinuses, (3) nerves and related menin- 
geal structures, and (4) extracranial arteries of the 
scalp. 

In Table 1 derived largely from the work of Wolff 
and his associates, mechanisms for the production 
of headache are outlined. This table is an over- 
simplification of the problem, since most patients 
with headache as a prominent symptom have no 
single etiologic factor. This makes the systematic 
evaluation of the patient most important in outlin- 
ing proper therapy. 


Evaluation of Headache 


In studying a series of sixty-nine cases of in- 
capacitating headaches, we paid particular atten- 
tion to the following details: 


|. Personal History 
(a) Location—unilateral 
generalized 
frontal 
occipital 
(b) Nature— constancy 
periodicity 
severity 
throbbing 
(c) Aggravated by—position changes 
emotional tension 
ghi g or 
(d) Relieved by—aspirin or other analgesics 
ice or heat 
Position changes 
compression of large vessels 


(e) Trauma 
(f) Associated symptoms—visual 
auditory 
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vestibular 
nasal 
lacrimal 
vasomotor 
muscular 
gastrointestinal 
allergy 

(g) Age of onset 


. Family History: 
Headaches 
Allergy 
Hypertension 
Emotional instability 


. Physical Examination: 
(a) Funduscopic examination 
(b) Ear, nose, and throat examination 
(c) Blood pressure 
(d) Estimation of pulsation of extracranial arteries 
(e) Effect of jugular compression 
(f) Neurologic examination 
(g) Estimation of muscle tension 


Psychiatric Evaluation 


. When headache was present, the effect of the following was 
tested: 
Local heat 
Local cold 
Aspirin 
Epinephrine 


Tolserol 
Gynergen 
Benadryl 
Cafergot 
Dihydroergotamine (DHE-45) 


. When headache was not present, an attempt was made to in- 
duce one by the following: 
Nitroglycerin  (Sublingually) 
Histamine (Parenterally) 
Nicotinic acid (intravenously) 

In the majority of cases the diagnosis was estab- 
lished by these procedures, but in a few patients 
additional studies were performed: 

1. X-ray—skull plates 


sinus plates 
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Table 1.—General Classification of the Mechanisms Producing Headache 


Mechanism of Headache Clinical Type Induced by Relieved by 
1. Increase in amplitude of pulsations Migraine Nitroglycerin Manual compression of the 
of the external carotid arteries Hypertension Emotional disturbances arteries 
2 Nicotinic acid Ergot preparations 


Octin 


2. Distention of cerebral vessels Histamine cephalgia t g Epinephrine 
Fever headache 2 Endogenous Immersion of hands in cold water 
Increasing histamine tolerance 


. Dilatation and engorgement of Meningitis Removal of spinal fluid by lumbar 
meningeal vessels Subarachnoid hemorrhage _ Elevation of cerebrospinal puncture 
fluid pressure 


Distention and dilatation of “Dynamite headaches” Handling dynamite Amphetamine 
cerebral vessels plus increased Caffeine and sodium benzoate 
pulsations of the external carotid Prostigmine 

arteries 


. Traction on vessels, nerves, or Brain tumor headache Removal of the tumor 
associated structures Postlumbar puncture Removal of over 15-20 cc. of Replacement of removed 
headache spinal fluid volume of spinal fluid by 

normal saline 


. Disease of the vessel wall 


Temporal arteritis Local inflammation Compression of the temporal! 
2 some cases of migraine vessels 

Surgical ligation or excision of a 
segment of the artery 


Sustained contraction of the Nervous tension Emotional disturbances Local massage 


scalp and neck muscles Eye strain Trauma to muscles Sodium Amytal 
Sinus headache Psychotherapy 
Cervical arthritis Analgesics 


. Any combination of the above Post-traumatic Trauma Local heat 
Postalcoholic Alcoholic intoxication Analgesics 


Fluids 


2. Lumbar puncture Table 2 


3. Electroencephalogram Cabot (1911) Authors (1948-1952)! 
4. Ophthalmology evaluation 


1. Psychoneuroses . . 1,039 1. Psychoneuroses . . 38 


refraction 2.Unknown .... 619 2.Migraine..... 21 
intraocular pressure 3. Nephritis . .. . 602 3. Postlumbar puncture 3 
The results of these studies revealed that the 4. Meningitis . ... 172 4.Epileptic .... 2 
157 5.Hypertensive ... 2 
mixed type of headache was extremely common and scaniti : 
6. Trigeminal neuralgia 117 6.Unknown .... . 2 
that psychoneurosis was the most important con- .... . 1 
tributing factor. It is interesting to compare the 8. Migraine .... 89 
incidence of the various types of headaches in 9.Braintumor ... 46 7 
our series with that compiled by Cabot in 1911 12 Syphilitic periostitis 16 : 
(Table 2). 


Patients in this series were studied in the Diagnostic Clinic of 
Treatment of Headache Georgetown University Hospital during 1949 to 1952 and are rep- 


resentative of most diagnoses likely to be encountered in the 
The keynote of treatment of headache due to ambulatory patient. This series is more likely to approximate the 


psychoneurosis is the establishment of good rapport _experience of the office practice of general practitioners. 
between the patient and physician. The reassurance 

of a careful history and physical examination, ruling 

out the presence of brain tumor and other serious on ward of bed patients whe 


infections of sinuses, meninges, fever, renal disease, tumor, etc. 
the mechanism of the headache is another step in —_ Complaint of headache due to such causes is rare in ambulatory 


relieving the patient’s anxiety. Local massage and _ patients. 
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John J. Curry, M.D., 


who is engaged in the private practice of internal medicine at Silver Spring, Maryland, is also 
associate professor of medicine at Georgetown University Medical Center and visiting physi- 
cian at Georgetown University Hospital, Washington, D.C. Dr. Curry, who is a consultant 
physician in internal medicine at the Naval Medical Center, Bethesda, Maryland, is also 
visiting physician at Gallinger Municipal Hospital, Washington, D.C. A graduate of Tufts 
College Medical School, Boston, Massachusetts, he was formerly an instructor and an assist- 


ant professor in medicine at this school. 


heat are helpful for the correction of muscle spasm 
which causes persistence of headache after the im- 
mediate period of nervous tension is terminated. 
Aspirin in 600 mg. doses, or Empirin Compound 
changes the pain threshold and thus the intensity 
of headache. We have found 60 mg. of Sodium 
Amytal, administered three or four times a day, 
more effective than any other sedative for these pa- 
tients. The danger of habituation to this compound 
appears to be slight, and its use may be discon- 
tinued during periods of lessened stress and strain. 
The incidence of sleepiness and hangover is minimal 
and certainly less than that due to phenobarbital. 

Many of these patients have felt that their head- 
aches were due to eye strain, sinus disease, or con- 
stipation. We have rarely found these disorders as 
the primary causes of headache, and it seems that 
these diagnoses are made too frequently. In many 
instances constipation is a manifestation of emo- 
tional tension, and headache is due to the emo- 
tional disorder rather than to constipation itself. 
Many patients with megacolon have very infre- 
quent bowel movements, but they do not tend to 
develop headaches. The experiments of Wolff and 
his associates have shown that distention of the 
bowel itself does not produce headache. 

Similarly in hypertension, headache is usually 
due to emotional tension rather than to elevation of 
the blood pressure, and may be relieved by Sodium 
Amytal and psychotherapy. 


Treatment of Migraine 


The best treatment of migraine is the prevention 
of the attack. This involves first of all an under- 
standing of the life situation under which head- 
aches are likely to be precipitated, and the patient’s 
reaction to them. Whenever possible the avoidance 
of such crises serves to lessen the number of exacer- 
bations. In addition, adequate periods of relaxation 
in sports or hobbies, and planned vacation times are 
helpful. 
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The administration of Sodium Amytal, 60 mg. 
three times a day, is effective when such measures 
cannot readily be carried out. Sedation also serves 
the useful purpose of relieving the tension head- 
ache which may precede or accompany a migraine 
attack. 

Reassurance and supportive therapy are very im- 
portant, indicating that despite the usual surface 
appearance of success, there is an underlying sense 
of insecurity. These patients should be relieved of 
many of the responsibilities in their outside inter- 
ests which they are so apt to attract because of their 
perfectionistic nature. 

In some instances it is possible to recognize that 
an attack of migraine is going to occur and to in- 
stitute therapy early in the disease. Under such cir- 
cumstances the use of 50 mg. of nicotinic acid intra- 
venously, or 100 mg. by mouth, or the inhalation of 
amyl nitrite may give relief by producing vasodila- 
tion. Carbon dioxide inhalations have also been 
helpful. These methods are helpful only when they 
are used early, during the phase of vasoconstriction 
of the external carotid vessels. 

When headache is severe and is securely estab- 
lished, the only drugs of much importance are the 
ergot derivatives, and more recently Octin has been 
reported to be effective in some cases. 

Ergotamine tartrate is one of the more effective 
ergot preparations. It may be given by mouth as 
Cafergot (1 mg. ergotamine tartrate + 100 mg. 
caffeine per tablet) in doses of 2 tablets at once and 
1 tablet every half-hour up to a total dose of 6 
tablets. Occasionally 4 tablets may be given in a 
single dose. The ergot derivatives are vasoconstrict- 
ing agents and act on the vasodilatation phase of 
migraine which follows the early vasoconstriction of 
the external carotid vessels. 

It is important in every case to first test the pa- 
tient for sensitivity to ergot by administering an 
amount of one-half the therapeutic dose. The 
patient should be observed for the development of 
nausea, tingling, or substernal oppression. If such 
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to Psychoneurosis (Muscle Tension) 


SYMPTOMS 


Stiffness of neck 
Band-like sensation 
Insomnia 

Biliousness 

Constipation 

Premenstrual tension 
Excessive fatigue 
Psychoneurotic personality 


symptoms develop, they may be relieved by the 
intravenous administration of 1 mg. of atropine 
sulfate. 

If oral therapy is ineffective or the patient is 
vomiting, ergotamine tartrate and caffeine may be 
given by rectal suppository. 

Perhaps the most effective medication over the 
years has been the intravenous or intramuscular in- 
jection of 0.25 to 0.50 mg. of ergotamine tartrate. 
Dihydroergotamine in doses of 2 to 4 mg. may be 
given by the same routes and has fewer side reac- 
tions. 

Contraindications to the administration of ergot 
derivatives are (1) organic heart disease, (2) obliter- 
ative vascular disease, (3) hypertension, and (4) 
pregnancy. 

Peters and Zelle have reported success with the 
use of Octin (methyl-iso-octenylamine) in the 
treatment of some cases of migraine. The drug was 
given in 100 mg. doses intramuscularly, and if re- 
lief was not forthcoming in thirty minutes, this in- 
jection was repeated. 
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THERAPY 


Reassurance 

Psychotherapy 
Sodium Amytal 
Local massage 
Local heat 
Aspirin 

Empirin Compound 


MECHANISM 


Persistent Muscle Spasm 


In addition to these measures a quiet darkened 
room, the administration of 180 mg. of Sodium 
Amytal, and occasionally 30 to 60 mg. of codeine 
sulfate are helpful adjuvants. It is best to avoid the 
use of narcotics in the treatment of migraine, be- 
cause of the possibility of the development of 
addiction. 

There has been some controversy in the medical 
literature regarding the existence of histamine 
cephalgia. In our analysis (Table 2) of the sixty-nine 
severe headache cases studied at Georgetown Uni- 
versity Hospital, no cases of this type were encoun- 
tered. We feel, however, that such an entity does 
exist, but that it does not occur so frequently as has 
been reported by some authors. 

Treatment has been directed at increasing the 
patient’s tolerance to histamine, by the intravenous 
or subcutaneous administration of histamine in 
gradually increasing doses. Many schedules have 
been advocated, but the following are most fre- 
quently used. 

1. Long-continued intravenous drip—2.75 mg. 
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SYMPTOMS 


Onset in early life 

Family history 

Females more than males 
Abnormal EEG 


Increased incidence of 
hypertension and allergy 


Emotional lability 
High tension jobs 


Visual disturbances 
(scotomata, etc.) 


Periodic, unilateral headache 


G. |. disturbances 
(nausea, vomiting) 


Hyperacusis 


Frequent psychoneurotic 
component 


of histamine acid phosphate is added to 250-500 
cc. of isotonic sodium chloride solution and is 
given on six successive days at as fast a rate as is 
tolerated by the patient. The infusion is run in at a 
rate just below the level which will produce head- 
ache, flushing, or a fall in blood pressure. 

Subcutaneous schedule—0.1 mg. of histamine 
base (Solution A—a 1 cubic centimeter ampul) is 
diluted with 10 cc. of normal saline. This is labeled 
Solution B (0.01 mg. histamine base). One cubic 
centimeter of this solution is diluted with 10 cc. of 
normal saline and labeled Solution C. This has as 
its final concentration 0.001 mg. of histamine base 
per 10 cc. of solution. 


Subcutaneous Injection Schedule 
daily dose conc. of histamine 

0.1 cc. Solution C 0.00001 mg. 

0.1 cc. Solution B 0.0001 mg. 

0.1 cc. Solution A 0.01 

0.25 cc. Solution A 0.025 

0.3 cc. Solution A 0.03 

0.35 cc. Solution A 0.035 

0.40 cc. Solution A 0.04 
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MIGRAINE EQUIVALENTS 


Abdominal 
Ocular 
Ophthalmoplegic 
Precordial 


THERAPY 

DHE—45 

ner, 

Octin 

Sedative drugs (Sodium Amytal) 

Psychotherapy 


Vasoconstrictor drugs 


MECHANISM 


Increase in amplitude of pulsations 
of external carotid vessels 


Secondary muscle spasm 


Increase 0.05 cc. daily until 1.0 cc. is reached on 19th day. 
19 1.0 cc. Solution A 0.1 
20 1.0 cc. Solution A 0.1 
21 1.0 cc. Solution A 0.1 
22 1.0 cc. Solution A 0.1 


If it is not possible to follow this schedule on 
successive days, then the same schedule may be 
used with two- or three-day intervals. 

Therapy with the subcutaneous schedule is not 
uniformly successful and the intravenous regimen 
seems to offer more satisfactory results. An ab- 
solute contraindication to this regimen for increas- 
ing histamine tolerance is a history of asthma. Also 
if the regimen is to be used for a patient having 
peptic ulcer, strict ulcer therapy must be carried 
out in conjunction with the histamine schedule. It 
is important that milk and antacid be given fifteen 
to thirty minutes before histamine injection. 

At the present time it is the concensus that the 
antihistaminic drugs have little to offer as thera- 
peutic agents for histamine cephalgia. Early reports 
on the efficacy of Pyribenzamine have not been 
borne out by subsequent investigators. 
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Histamine Cephalgia 


SIGNS AND SYMPTOMS 


Older age group 

Unilateral headache 

Short duration 

Rapid onset and offset 

Cyclic regularity 

Nocturnal 

Excessive lacrimation 

Nasal stuffiness 

Relief with pressure over 
internal carotid 

Eased by assuming upright 
position 

Aggravated by supine position 


Temporal Arteritis 


The treatment of this entity is surgical ligation 
or removal of a segment of the involved artery. 
This procedure will usually cause prompt and com- 
plete relief of the headache. 


Postlumbar Puncture Headache 


The removal of more than 15 to 20 cc. of cerebro- 
spinal fluid may give rise to a severe headache, which 
can be relieved by the intrathecal injection of 15 cc. 
of sterile normal saline. In addition, sedation with 
Sodium Amytal, extension of the head, and the 
supine position will help. 

The psychogenic element cannot be overlooked 
since many of these headaches occur in persons 
who have been “sensitized” by the experience and 
remarks of friends, relatives, or the physician. This 
particular type of headache is encountered more 
commonly in the private patient than in clinic 
patients. 


THERAPY 


Epinephrine 
Ice or cold compresses 
to hands 


Increasing histamine 
tolerance 


Subcutaneous method 
Intravenous method 


MECHANISM 


Dilatation of intracranial arteries 


Summary 


Despite considerable research in the past ten 
years, the treatment of headache still remains a 
challenge to the practicing physician. This is 
largely due to two factors: (1) Difficulty in assessing 
both the important subjective aspect and the role of 
nervous tension as primary and contributing factors; 
(2) The frequent admixture of different mechanisms 
for the production of headache in the same person. 
Successful treatment depends on a careful analysis 
of all contributing elements, for headache may be a 
manifestation of a variety of pathological conditions. 

The proper treatment of headache rests entirely 
on establishing the correct diagnosis. In the major- 
ity of cases more than one etiologic factor is respons- 
ible, and each factor has to be treated as an individ- 
ual entity. Psychoneurosis is the most common 
cause for headaches and is also an important factor 
in the mechanism of other types. In our experience 
Sodium Amytal has been one of the most effective 
single agents for the relief of headache. 
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p Cips from Other Journals 


Bleeding Peptic Ulcer 


In  REviEW of forty-five fatal and 294 nonfatal cases 
of bleeding peptic ulcer, Shapiro and Schiff con- 
cluded that two errors in management contributed 
to fatality in their patients (Surgery, 31:327, 1952). 
These were sparing of blood transfusions and too 
strong a tendency toward conservatism in recom- 
mending surgery. They further concluded that 
bleeding peptic ulcer is more serious when it occurs 
after the age of 40 years, and is slightly more serious 
in men and in the white race. The duration of ulcer 
symptoms seemed to have no prognostic signifi- 
cance, and hematemesis either preceded or followed 
by melena is no more serious than melena alone. 

The authors felt that the decision to operate need 
not be made upon admission of the patient. In the 
majority of their patients however, operation was 
performed within two to three days after admission. 
To obviate difference of opinion between medical 
and surgical services, teams consisting of medical, 
surgical, and roentgenologic residents consulted on 
each case with members of the attending staff. Sur- 
gery was recommended, regardless of the duration 
of the bleeding, when there had been two episodes 
of shock, or one episode of shock with recurrent 
hemorrhage, or persistent bleeding with failure of 
the red blood cell count to rise after adequate trans- 
fusions. They emphasized the importance of blood 
transfusions and the more frequent use of emer- 
gency surgery to reduce greatly the mortality of 
this disease. 


Diagnosis of Deafness in Children 


Tue differential diagnosis of deafness in very young 
children (2 to 6 years) is a challenging problem 
which is often neglected because of a prevalent be- 
lief that audiograms cannot be obtained at this early 
age, according to a recent article by Guilford and 
Haug (Arch. Otolaryng., 55: 101, 1952). Conditions 
often confused with deafness are mental retarda- 
tion, “aphasia,” and emotional disorders. Since fail- 
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ure of accurate diagnosis delays therapy or leads to 
use of the wrong type, the importance of early evalu- 
ation is obvious. The authors have devised an elec- 
tronically powered, solenoid-operated device called 
the Pediacoumeter for this purpose. 

A series of small houses is arranged with a jack-in- 
the-box, and connected with a separate test tone for 
each. The sound which the child hears in earphones 


Arch. Otolaryng. 


A child taking a Pediacoumeter test presses a button to 
release a little man she has just heard “‘call to get out.” 


represents the jack-in-the-box calling to be let out. 
By pressing a button he releases jack and notifies the 
operator that the sound has been heard. For chil- 
dren not sufficiently developed for this method, a 
conditioned-reflex type has been devised in which, 
by repeated simultaneous occurrence of a light, 
sound in the earphones and release of the jack-in- 
the-box, he can be taught to release the doll when 
the sound is heard. The authors stated that the 
Pediacoumeter has had considerable interest appeal 
for all ages and has been used with great clinical 
success. 
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Moniliasis from Treatment with Aureomycin 


MucocuTAngEous lesions suggestive of moniliasis 
were described by Pappenfort and Schnall following 
the treatment of various dermatologic and medical 
diseases with aureomycin (Arch. Int. Med., 88:729, 
1951). Although it has been suggested by others 
that Candida albicans may overgrow and gather 
virulence after a destruction of intestinal bacterial 
flora, the studies of these authors indicate that 
aureomycin or some unknown substance contained 
in aureomycin actually stimulates the growth of 
Candida albicans. The growth-stimulatory effect on 
Candida albicans was confined to aureomycin ad- 
ministered by mouth. Furthermore, even though the 
antibiotic portion of the preparation was inactivated 
by boiling, the growth-stimulating factor remained 
active. It is not likely therefore that the substance in 
aureomycin which causes growth of yeast is the 
same factor which causes antibiosis. 

About twice as many patients with dermatologic 
lesions treated with aureomycin develop moniliasis- 
like manifestations as do patients who have no der- 
matologic condition. The main manifestations of 
moniliasis included stomatitis, perleche, vulvo- 
vaginitis, perianal lesions, paronychia, and inter- 
trigo. 


Quinidine for Auricular Fibrillation 


Yount and his co-workers report the restoration of 
a normal sinus rhythm by the use of quinidine in 76 
per cent of 155 patients with chronic auricular fi- 
brillation (Arch. Int. Med., 89:63, 1952). Because 
studies have indicated that plasma concentrations 
of quinidine reach a maximum within one to three 
hours after oral administration and begin to decline 
in four hours, it is apparent that the total amount of 
quinidine given is not so significant as duration of 
therapy and the size of the individual dose. The 
authors initiated treatment with 0.2 Gm. of quini- 
dine administered every four hours, day and night. 
At the end of each twenty-four or forty-eight hour 
period, the dose was increased by 0.1 or 0.2 Gm. 
per dose. In order to allow the patient uninterrupted 
sleep, they administered an enteric-coated tablet of 
quinidine along with the regular midnight dose and 
thereby avoided the 4:00 a.m. medication. 

The dosage schedule which restored normal 
rhythm was continued for one to two days longer, 
and then the same dose was given every six hours 
rather than every four hours. Further reduction in 
the individual dose was attempted if normal rhythm 


persisted. The average time required for conversion 
to sinus rhythm was 5.9 days. The duration of 
auricular fibrillation and the severity of the heart 
disease did not influence the results of treatment 
with quinidine. In the presence of thyrotoxicosis, 
conversion to sinus rhythm was difficult until the 
underlying disorder was brought under control. 

The authors believe that the occurrence of one 
embolus in a patient with auricular fibrillation is a 
strong indication for quinidine therapy. The threat 
of emboli is diminished when chronic auricular fi- 
brillation is restored to a sinus rhythm. 


Volvulus of the Cecum 


Votvutus of the cecum is occasionally the cause of 
right lower quadrant pain, and its diagnosis de- 
pends upon an awareness of it and upon a complete 
history and physical examination, according to a 
report by Byrne and his associates (Arch. Surg., 
64:378, 1952). The etiology is related to hyper- 
mobility of the cecum and possibly to an excessively 
high-residue diet. It occasionally occurs during 
pregnancy because of displacement of the cecum 
by the enlarged uterus, and hyperperistalsis due to 
nausea and vomiting. 

The initial symptom is intermittent cramping 
pain, usually in the right lower quadrant but some- 
times occurring elsewhere in the abdomen. This is 
followed by increasingly severe and continuous pain 
and by the onset of right-sided generalized abdomi- 
nal distention with nausea and vomiting. When the 
circulation becomes impaired, gangrene of the bowel 
wall may take place. When this occurs there will be 
tenderness and muscle rigidity over the obstructed 
cecum. A flat x-ray film of the abdomen usually re- 
veals the markedly dilated cecum which assumes a 
transverse position in the middle of the upper ab- 
domen. There may be some distention of the small 
bowel as well, and associated with it an absence of 
the large bowel pattern in the right lower quadrant 
where the cecum should normally be seen. 

Treatment is always surgical and consists in de- 
flation of the cecum which usually has become 
twisted in a clockwise direction. If the cecum is 
greatly distended, it should first be decompressed 
by the use of either a needle or a suction trocar. 
The authors stress the fact that rupture of the bowel 
with spillage of fecal content has frequently occurred 
when this precaution has not been taken. Following 
detortion of the cecum, the bowel can be fixed in 
position, but in the opinion of the authors cecos- 
tomy should always be performed. If the cecum is 
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gangrenous, a resection of the bowel must be per- 
formed, preferably with immediate anastomosis, but 
in desperately ill patients by means of a Mikulicz 
procedure. 


Cat-Scratch Disease 


CaT-sCRATCH disease, or nonbacterial regional lym- 
phadenitis, is characterized by the appearance of a 
cutaneous lesion at the site of a cat scratch, followed 
by the development of regional lymphadenitis. The 
lymph nodes may suppurate and the pus which is 
aspirated is sterile. An antigen prepared from the 
aspirated pus of proved cases gives an intense tuber- 
culin-like intradermal reaction in patients who have 
the disease. Daniels and MacMurray record their 
experience with twelve patients who had cat-scratch 
disease (Arch. Int. Med., 88:736, 1951). All of their 
patients had had contact with cats, seven having 
been scratched and one bitten. Insect bite as a mode 
of transmission occurred in one patient, while in- 
halation of infectious material was the possible 
source of infection in one patient who developed 
sore throat associated with massive cervical lym- 
phadenopathy. 

Primary lesions at the sites of inoculation ap- 
peared within two to four days from the time of 
inoculation. Regional lymphadenopathy occurred 
eighteen to twenty-one days after the development 
of the initial lesion and, as a rule, the lymph nodes 
were strikingly enlarged. The nodes sometimes re- 
mained movable and nontender, while others be- 
came involved in a periadenitis with associated tend- 
erness, heat, and warmth. Suppuration occasionally 
ensued. The average duration of lymph node en- 
largement was about two months. None of the pa- 
tients appeared very ill. Mild to moderate fever oc- 
curred in about one-half. Systemic manifestations 
consisted of chills or chilliness, headache, and gen- 
eralized aching. The leukocyte count was usually 
normal. The authors considered the intradermal 
test to be specific. 


ACTH and Homologous Skin Grafts 


Tue use of homologous skin grafts in burns has been 
studied extensively during recent years. Reports 
have been conflicting, however, due in part to mis- 
taking scar tissue formation for successful takes of 
split thickness transplants. In order to overcome 
this confusion, and to study the possible beneficial 
effect of ACTH on homologous grafts, Martin and 
co-workers have transferred full thickness grafts 
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from one rabbit to another under ACTH medica- 
tion, controlling their work by autogenous grafts 
transplanted at the same time to cover the donor 
sites (Surg., 31:258, 1952). 

Although the autogenous grafts were successful 
in 60 per cent of the animals, none of the homogen- 
ous grafts lasted longer than two weeks. Hardening 
of homogenous skin with contraction and discolora- 
tion was evident within ten days, and evidence of 
scar epithelium growing beneath the grafts appeared 
within two weeks. The authors concluded that little 
benefit can be expected from ACTH as a healing ad- 
junct in homologous grafts, and furthermore, that 
the healing and survival of autogenous full-thick- 
ness grafts are not greatly influenced by such 
therapy. 


Khellin in Cor Pulmonale 


Casu and Zimmerman were unable to demonstrate 
a significant change in pulmonary arterial pressure 
with either intramuscular or oral use of khellin (Dis. 
of Chest, 21:137, 1952). To be effective in the treat- 
ment of cor pulmonale a drug should have a pul- 
monary arteriolar vasodilating effect, resulting in a 
decrease in pulmonary resistance and a reduction in 
pulmonary arterial pressure. 


Stenosis of Common Bile Duct 


IN PATIENTS with stoneless functioning gallbladders, 
right upper quadrant, cholecystitis-like pain may 
be due to stenosis of the lower end of the common 
duct, according to a recent report by Partington 
(Surgery, 31:367, 1952). He described three cases 
of recurrent severe right upper quadrant and epi- 
gastric pain, radiating to the back and accompanied 
by nausea and vomiting. Laboratory findings, in- 
cluding icteric index, serum amylase, cephalin 
flocculation, and thymol turbidity, were within nor- 
mal limits. X-ray examination of the intestinal 
tract, including barium enema and gastrointestinal 
series, was also normal. A cholecystogram, how- 
ever, demonstrated a narrowing of the lower end of 
the common bile duct in some instances. Explora- 
tion revealed an apparently normal gallbladder in 
all cases, but definite narrowing of the ampulla of 
Vater. By combined supraduodenal and transduo- 
denal exploration, the sphincter of Oddi was found 
to allow the passage of only a fine probe. Biopsy of 
the sphincter was normal except for increased fi- 
brous connective tissue. The narrowed area of the 
sphincter was divided until a number sixteen French, 
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long-arm common duct tube could be passed 
through it. This tube was left in place for three 
weeks to three months, and in all instances the 
severe epigastric pain was relieved. 

The author noted that in two of the cases an old 
scarred peptic ulcer was present, and he stated that 
the condition may be associated with peptic ulcer 
or may be caused by the spontaneous passage of 
stones or by chronic pancreatitis. 


Aureomycin in Urinary Tract Infections 


AUREOMYCIN is a useful antibiotic in the manage- 
ment of infections of the urinary tract according to 
a recent report by Metzger and his associates 
(J. Urol., 67:274, 1952). Its value is due to several 
advantages: (a) it may be given for long periods 
without giving rise to increased bacterial resistance, 
(b) it is effective in vitro against a variety of Gram- 
positive and Gram-negative bacteria, (c) it is elimi- 
nated from the urine in an active form and in highly 
therapeutic concentration, (d) it can be adminis- 
tered orally, and (e) it produces no renal damage in 
moderate doses and has a minimum of side effects. 

In a study of 113 urinary tract infections, strepto- 
cocci or coliforms which were involved in almost 87 
per cent of cases were quite sensitive to aureomycin. 
Proteus organisms, pseudomonas, and Staphylococ- 
cus albus, which are difficult to remove from the 
urine, may maintain low-grade symptoms, but the 
authors questioned that they could be responsible 
for acute episodes. 

Of the sixty-two acute cases, all but one showed 
either definite reduction or elimination of all clinical 
signs and symptoms usually within forty-eight 
hours, and the urines of thirty-six were sterilized. 
The chronic cases were more complex. However, 45 
per cent of these were either improved or cured 
clinically during their course of treatment, which 
averaged approximately two weeks. Of the total 
cases treated, approximately 94 per cent showed 
either clinical improvement or complete remission 
of all signs and symptoms, and 47 per cent of the 
urines were sterilized. 


Cardiac Arrest 


SuDDEN cardiac arrest during or after anesthesia is 
an infrequent emergency, according to Dale; but 
because of its sudden occurrence and the necessity 
of immediate treatment, it deserves consideration 
by every physician (Ann. Surg., 135:376, 1952). 
Although the etiology of cardiac arrest in individual 


patients is difficult to discover, the two most im- 
portant causes are anoxia and reflex inhibition. Ex- 
treme hypoxia or asphyxia often result in arrest in 
experimental animals. Vagal reflex inhibition can 
produce it in dogs if hypoxia is also present. 

Immediate treatment is necessary in all cases be- 
cause clinical experience has demonstrated perma- 
nent brain damage after five or six minutes of anoxia, 
and after three or four minutes, residual neurologic 
changes may be expected. The diagnosis, which 
must be made instantly, depends upon the anes- 
thetist’s finding absence of pulse and blood pressure 
during or shortly after a period of apnea. A mini- 
mum of time is available for stethoscopic ausculta- 
tion of the precordium. Immediate opening of the 
chest through a transverse incision of the precordium 
will show a motionless heart or one contracting very 
feebly or fibrillating. Immediate cardiac massage is 
essential, while 100 per cent oxygen is delivered to 
the lungs. Massage is best performed by squeezing 
the heart with the apex lying in the palm, fingers 
posterior and thumb anterior to the organ. A mas- 
sage rate of forty per minute is satisfactory. Blood 
should be given, sometimes intra-arterially, to in- 
crease the circulating volume. Epinephrine may be 
injected into the auricle and procaine intravenously 
or into the heart itself. When fibrillation is present 
defibrillation is sometimes successful. The author 
presented twelve cases of cardiac arrest with two 
full recoveries in promptly treated patients. 


Disturbed Behavior with Pancreatic Cancer 


DisturBED behavior commonly occurs in patients 
suffering from carcinoma of the body or tail of the 
pancreas, according to a recent report by Coumbe 
(Cancer, 5:328, 1952). In a group of twenty-seven 
patients proven at operation or autopsy to have had 
cancer arising in the body or tail of the pancreas, 
nine had shown disturbed behavior during their ill- 
ness. This disease, notoriously difficult to recog- 
nize, is associated with an unusual degree of pain, 
prolonged uncertainty, and very frequently the 
erroneous label of neurosis. This combination of 
circumstances may contribute to the frequency of 
behavior symptoms; although in a similar group of 
eighteen patients having severe coronary insuffi- 
ciency, which is also accompanied by pain, fear, and 
progressive debility, only two showed emotional 
disturbances. 

The types of behavior disturbance included vari- 
ous symptoms such as anxiety, depression, rage, 
and the picture of a chronic complainer. Disturb- 
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ances were more common in persons who had shown 
previous evidence of emotional instability. Whether 
or not the pathologic lesion is responsible for the 
abnormal behavior is uncertain, but the author 
stressed the importance of keeping the possibility 
of a pancreatic lesion in mind when a patient with 
severe unexplained abdominal pain presents marked 
personality changes. 


Adrenalectomy in Hypertension and Nephritis 


BILATERAL adrenalectomy is effective treatment for 
advanced essential hypertension and for hyperten- 
sion resulting from chronic nephritis, according to 
a recent report by Harrison (J. Urol., 67:405, 
1952). Thirteen patients underwent the operation. 
Two died of renal failure and two of cardiac com- 
plications of their hypertension. Nine patients are 
living, and seven of them definitely improved both 
subjectively and objectively. 

The rationale of the procedure is the elimination 
of desoxycorticosterone-like factors with consequent 
elimination of the salt-retaining influence which 
they exert. Cases were chosen in which there was 
malignant hypertension too far advanced for sympa- 
thectomy, or hypertension resulting from chronic 
nephritis. 

The patients received 100 mg. of Cortisone in- 
tramuscularly the night before the procedure and 
a constant drip of adrenal cortical extract with Neo- 
Synephrine during the operation. Postoperatively 
Cortisone was gradually diminished to a small daily 
maintenance dose. Sodium chloride diuresis oc- 
curred during the first ten days but was controlled 
by the administration of sodium chloride, des- 
oxycorticosterone acetate, or both. 

Symptomatically the patients were relieved of 
headache, weakness, palpitation, substernal oppres- 
sion, orthopnea, and dyspnea; and there was a 
notable disappearance of anxiety in most cases. A 
significant fall in blood pressure occurred in four 
of the nine patients surviving total adrenalectomy, 
and a moderate fall in three others. The author 
stated that with modern methods of replacement, 
absence of the adrenal glands can be compatible 
with an active existence. 


Intussusception in Infants and Children 


IN a review of forty-three cases of intussusception in 
infants and children, Moore has stressed early diag- 
nosis and treatment as the most important factors in 
success (Surgery 135:184, 1952). In patients under 
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2 years of age the most important findings included 
colicky pain, a palpable mass (by abdominal or 
rectal palpation), and the passage of blood and 
mucus, or “currant jelly” stools. 

Attempts at barium enema reduction without op- 
eration were successful in only two of the sixteen 
cases in which it was attempted. The author advised 
against this method except by those well trained in 
its use. All others were treated surgically, usually 
under ether or ether and Vinethene anesthesia, 
through a right rectus or right oblique incision. 
Simple reduction of the intussusception was possi- 
ble in most instances. Resection of the ileum or 
ileum and colon with lateral anastomosis was neces- 
sary in three instances because of a gangrenous per- 
foration of the ileum, a perforated Meckel’s divertic- 
ulum, and duplication of the terminal ileum respec- 
tively. One of these died postoperatively, but none 
of the patients treated during the first twenty-four 
hours of symptoms failed to survive. In patients 
over 4 years of age the onset of symptoms was more 
prolonged and less dramatic and in almost all cases 
an etiologic factor such as a Meckel’s diverticulum, 
lymphosarcoma of the terminal ileum, or polyposis 
was present. Two of the six older patients died, one 
having been moribund on admission, and one fol- 
lowing resection of a gangrenous ileocecal mass. 


Polythene Shunts in Vascular Surgery 


Wiru the increasing employment of homologous 
arterial grafts, it has been possible recently to resect 
abnormal portions of artery walls, such as coarc- 
tated segments, arteriovenous aneurysms, and acci- 
dental lacerations. Such resections have not been 
feasible, however, for saccular or dissecting aortic 
aneurysms because the long periods of ischemia 
necessary for these careful anastomoses have re- 
sulted in permanent paralysis of the extremities in- 
volved, or in fatal renal damage. 

Shafer and Hardin have employed temporary 
shunts of polythene tubing to keep a flow of blood 
passing to essential organs distal to the areas of re- 
section while the operation was being performed 
(Surgery, 31:186, 1952). The tubing which should 
be one-seventh the size of the artery it is used to 
supplant, is sutured into a small stab wound of 
the artery above and below the anastomosis. By this 
means they have been able to resect an aneurysm of 
the entire aortic arch and suture in its place a 
homologous graft with innominate, common carotid 
and subclavian branches—a procedure requiring 
closure of the aortic stream for 150 minutes. In an- 


other case an arteriovenous aneurysm of the de- 
scending aorta was resected successfully, without 
permanent damage to the extremities from ischemia. 
The authors feel that although this procedure is not 
perfected, it shows promise of success. 


Translumbar Arteriography 


TRANSLUMBAR arteriography is a relatively safe 
method of visualizing the abdominal aorta and its 
branches, according to Smith and co-workers, who 
have used it in more than 300 cases without compli- 
cation (Am. J. Radiol., 67:183, 1952). Originally 
performed to study the renal arterial circulation in 
various urologic conditions, it has been useful in 
the demonstration of renal tumors, solitary renal 
cysts, polycystic kidneys, and extrarenal abdominal 
masses. In five cases of hypernephroma the contrast 
medium collected in irregular pools in the sub- 
stance of the tumor. In two instances of transitional 
cell carcinoma of the renal pelvis, no pooling was 
visible and the arterial circulation in the region of 
the tumor was diminished. 

The authors now believe that arteriography is of 
value in the diagnosis of arterial obstruction, 
aneurysm of the abdominal aorta or its branches, 
and left upper quadrant abdominal masses. It has 
aided in the visualization of anomalous renal ar- 
teries and in the determination of the portion of the 
kidney supplied by the aberrant vessels. The only 
contraindications which they observe are iodine sen- 
sitivity and uremia. 


Urologic Aspects of Hypertension 


Wayman and Ferris have reviewed the role of urol- 
ogy in the treatment of hypertension and have 
shown the occasionally dramatic but inconsistent 
improvement which follows nephrectomy in certain 
cases of unilateral kidney disease (J. Urol., 67:37, 
1952). Although experimental hypertension can be 
produced readily by the constriction of one renal 
artery, and relieved by removal of the same kidney, 
the etiology of hypertension developing in certain 
humans with unilateral kidney disease remains 
unproven. 

Four cases of hypertension in patients with uni- 
lateral kidney disease were presented. In three of 
these, the pressure fell to normal after nephrectomy, 
and in one there was no improvement. In the latter, 
preoperative blockage of the autonomic nervous 
system with tetraethyl ammonium chloride had 
produced a decided depressor response, indicating 


that the hypertension may have been due to a 
neurologic mechanism. In another similar case, but 
with successful outcome following nephrectomy, no 
depressor response with TEA had occurred, sug- 
gesting a humoral origin of the disease. The possible 
value of TEA in predicting the result of nephrec- 
tomy was suggested. 

The authors stressed the importance of excluding 
other causes of hypertension and of determining 
the function of each kidney separately. They dis- 
cussed the value of excretory urograms in the study 
of all hypertensive patients, and indicated that sub- 
jects with unilateral kidney disease suitable for 
nephrectomy were: (1) cardiovascular patients in 
whom one kidney had insufficient function to sup- 
port life and with a normal or compensated con- 
tralateral kidney ; (2) patients with associated hyper- 
tension in whom nephrectomy is indicated on uro- 
logic principles, and (3) patients operated upon “in 
desperation” who have greatly diminished function 
in one kidney and have shown a persistent downhill 
course in spite of good treatment. These individuals 
may have some functional disturbance in the con- 
tralateral kidney. 


Neonatal Posthemorrhagic Shock 


A REPORT by Wickster emphasizes the importance of 
posthemorrhagic shock as a factor in the death of 
some newborn infants (Am. J. Obst. e Gynec., 
63 :524, 1952). The author advocates that an obstet- 
ric service should always be prepared to deal prompt- 
ly with severe anemia in an infant. This complica- 
tion might be anticipated whenever there is severe 
hemorrhage during delivery (placenta previa and 
abruptio placentae) or evidence that the umbilical 
vessels, anomalous or otherwise, might have rup- 
tured. 

In severe anemia of a newborn infant, respiration 
and heart beat are rapid and feeble. The baby is 
very pale and, unlike an asphyxiated infant, does 
not respond to oxygen therapy by a return of color. 
When the mother is Rh positive, or is Rh negative 
and has no titer of agglutinins, erythroblastotic 
anemia can be excluded. 

Essential treatment consists of the instantaneous 
administration of a blood transfusion through the 
umbilical, medial malleolar, or temporal vein. Until 
this can be accomplished, oxygen should be given 
for relief of hypoxia. The initial transfusion should 
be in an amount equal to 10 cc. of blood per pound 
of body weight of the infant. Additional blood can 


be given later as the infant’s condition demands. 
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Surgical Treatment of Coronary Disease 


VINEBERG demonstrated experimentally that when 
the internal mammary artery was placed in the 
ventricular myocardium new arterial branches de- 
veloped which anastomosed with the left coronary 
circulation (J. Thoracic Surg., 23:42, 1952). This 
internal-mammary-coronary-artery anastomosis was 
functionally significant and relieved artificially pro- 
duced coronary artery insufficiency. 

Following the beneficial effects produced in ani- 
mals, the author treated four patients having severe 
intractable anginal pain, by internal mammary ar- 
tery myocardial implantation. Three out of four 
patients survived the operations and showed con- 
siderable improvement. 


Streptokinase in Amebic Abscess 


STREPTOCOCCAL enzymatic solutions of streptokinase- 
streptodornase are effective by local instillation 
when an exudate contains desoxyribonucleoprotein. 
There also must be a direct and sustained contact 
between the enzymatic solution and the area of dis- 
ease, followed by thorough evacuation of the exudate 
and repeated instillation of the enzymatic solution 
if indicated. 

Sherry and his co-workers demonstrated that the 
exudate in an amebic abscess of the liver was com- 
posed of desoxyribonucleoprotein (Arch. Int. Med., 
88 :752, 1951). Two small plastic catheters were in- 
troduced into the abscess, one serving for inflow of 
enzymatic solutions and the other for outflow of 
thinned exudate. Daily instillation was performed 
for four days after which drainage ceased complete- 
ly. Chloroquine phosphate and terramycin were 
employed as adjunctive therapy. 


Treatment of Burns 


AccorDING to Evans, it is especially important for 
the clinician first seeing a burned patient to rule out 
respiratory tract burn (Surg., Gynec. @& Obst., 
94:273, 1952). The prognosis is much graver when 
the respiratory tract is involved. Such involvement 
usually is seen in association with burns of the face 
or inhalation of hot irritating gases. Outstanding 
clues are singeing of the nasal hairs and redness of 
the nasal, buccal, and pharyngeal membranes. In- 
tractable cough or hoarseness, or difficulty in speak- 
ing are also early signs. 

Discovery of respiratory tract involvement is an 
indication for restriction of fluid and electrolyte in- 
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take to a minimum in order to prevent pulmonary 
edema. In Evans’ opinion, there is no truly effective 
treatment for this kind of burn. Administration of 
oxygen, maintenance of a clear airway by means of 
suction or sometimes tracheotomy, and intensive 
antibiotic therapy are the methods to be tried. 


Treatment of Pulmonary Tuberculosis 


IN THE experience of Hughes and his co-workers, 
combined intermittent therapy, using 1 or 2 Gm. of 
streptomycin every third day and 12 Gm. of para- 
aminosalicylic acid daily, is the regimen of choice 
when specific drug therapy is used for the treatment 
of nonmiliary pulmonary tuberculosis (Dis. of Chest, 
21:1, 1952). This therapeutic program results in a 
high clinical response, low drug toxicity, and a low 
incidence of development of resistance to strepto- 
mycin by the tubercle bacillus. A second form of 
combined intermittent therapy using both drugs 
every third day, although clinically effective, has the 
disadvantage of permitting bacterial resistance to 
streptomycin to develop in a considerable number 
of patients. 


Feeding the Critically Ill 


E.uiott and his co-workers have devised a method 
for feeding critically ill, malnourished surgical pa- 
tients (Arch. Surg., 64:278, 1952). A small semi- 
rigid plastic tube with an external diameter of ap- 
proximately three millimeters was passed through 
the nose into the upper intestinal tract. Such tubes 
were well tolerated for periods as long as three 
months without change. Irritation was minimal, 
and no serious complications were encountered. 

Special solutions were prepared from defatted 
protein hydrolysate. The solutions were regulated 
in their protein and carbohydrate composition ac- 
cording to the needs of the individual patient. They 
were well tolerated because of the quality of the 
nutrient ingredient, sterilization by filtration rather 
than by heat, and relatively slow administration by 
constant drip. Approximately 4 to 6 Gm. of sodium 
chloride was given daily unless contraindicated, 
and ethyl alcohol was included as required to in- 
crease the caloric content. 

This method was used in 254 patients with ex- 
cellent results, the average duration of treatment 
being fifteen days. The authors believe that it has an 
unusually broad application, especially when long 
feeding is required for institutional or home care of 
the critically ill. 
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Induced Sulfonamide Sensitivity 


Some physicians have been deterred from prescrib- 
ing sulfonamide preparations for local application 
in the vagina. It is known that the use of sulfon- 
amides in this way may be advantageous in the 
treatment of certain types of cervical lesions. How- 
ever, there has been fear of provoking sensitivity 
reactions. With these thoughts in mind, Louise 
Branscomb has investigated the incidence of de- 
velopment of sensitivity to sulfathiazole after intra- 
vaginal application (Am. J. Obst. ¢& Gynec., 63:175, 
1952). 

In the study, 250 women were given preliminary 
tests for sensitivity to sulfathiazole. Those with 
negative tests were then treated with %4 ounce of 
sulfathiazole jelly, which the patient inserted into 
the vagina with a disposable applicator each night 
for twenty-four to thirty-six days. At the end of 
treatment the sensitivity test was repeated. The 
incidence of induced sensitivity was only 0.5 per 
cent which, in Branscomb’s opinion, is low enough 
to allay undue fear of such therapy and to encourage 
its use where indicated. 


Ruptured Endometrial Cysts 


OccasIONALLY an endometrioma, or chocolate cyst 
of the ovary, ruptures and gives clinical manifesta- 
tions of an acute condition of the abdomen necessi- 
tating surgery. Pratt, Higgins, and Foust have re- 
ported ten such cases taken from the records of the 
Mayo Clinic from May, 1933, to January, 1951 (Am. 
J. Obst. &> Gynec., 63:90, 1952). The authors believe 
that the condition should be suspected in a patient 
with symptoms of acute inflammation of pelvic peri- 
toneum, especially when there is no distinct lo- 
calization. 

In their experience the patients did not look 
acutely ill. Sometimes there was a past history of 
increasing dysmenorrhea, and accurate diagnosis 
was helped when there were tender nodules in the 
cul-de-sac or on the uterosacral ligaments. Treat- 
ment consisted of exploration and conservative sur- 
gical measures in young patients. More radical sur- 
gical treatment (bilateral odphorectomy) was fa- 
vored for older patients. 


Prevention of Renal Stones 


SysTEMATIC studies by Butt and Hauser demon- 
strated that the incidence of urinary calculi is in- 
versely related to the amounts of certain colloids in 


the urine (Science, 115:308, 1952). These colloids 
were found to protect against the development of 
calculi by preventing precipitation, agglomeration, 
and conglomeration of crystalloids, even when the 
latter were present in supersaturated solution. 

The colloid content of the urine could be con- 
siderably increased by subcutaneous injections of 
hyaluronidase. Administration of this enzyme effec- 
tively prevented the formation or recurrence of 
urinary calculi over a period of about a year in 
eighteen of twenty patients who previously had 
shown a tendency to rapid stone formation. 


Cancer and Ulcerative Colitis 


ADENOCARCINOMA of the large intestine is indeed 
more frequent in cases of chronic ulcerative colitis 
than could be explained by chance association of the 
two diseases, according to a report by Shands, 
Dockerty, and Bargen (Surg., Gynec. ¢ Obst., 
94 :302, 1952). The development of pseudopolyposis 
during the course of ulcerative colitis seems to pre- 
dispose especially to carcinoma. Also, secondary 
cancer becomes more common in proportion to the 
duration of chronic ulcerative colitis. Slightly more 
than 75 per cent of the cases studied by these 
authors had had colitis for more than ten years. 
Moreover, quiescence of chronic ulcerative colitis 
for long periods is no assurance against the de- 
velopment of carcinoma. 

These cancers often are of a high-grade of malig- 
nancy. They tend to be multicentric, especially in 
association with pseudopolyposis. These facts, plus 
the serious nature of the chronic ulcerative colitis 
itself, seem to account for an unusually grave 
prognosis. 


Prevention of Malaria and Amebiasis 


In aREAS where both malaria and amebiasis are 
endemic, Hockenga believes that tablets containing 
bismuth glycolylarsanilate and chloroquine (Milibis- 
Aralen tablets) are efficient in prophylaxis of these 
diseases (J. Lab. e Clin. Med., 39:267, 1952). He 
bases this opinion on the results of a study con- 
ducted at a banana labor camp in Honduras. During 
a twelve-week period, alternate inhabitants received 
a single dose of the drugs on two consecutive days 
each week. The incidence of malaria and amebiasis 
was nil in the 201 treated persons. There were 
twelve cases of intestinal amebiasis, one of hepatic 
amebiasis, and fifteen of malaria in the 209 members 
of the control group. 
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Poliomyelitis and Guillain-Barré Syndrome 


Q. What is the comparative pathology in poliomyelitis and Guillain- 
Barré syndrome? What, if any, is the danger of early resistance 
exercise in the immediate convalescent stage of these two diseases? 


A. Poliomyelitis is an acute inflammation of the 
central nervous system, involving predominantly 
the anterior horn cells of the spinal cord, as well as 
various nuclei of the brain stem, diencephalon, and 
the pyramidal cells of the motor cortex. The morpho- 
logic changes are those of neuronophagia with 
polymorphonuclear leukocytes and microglia, peri- 
vascular cuffing with lymphocytes, and disseminated 
microglial nodules. 

Guillain-Barre syndrome is not a disease entity, 
and, therefore, does not have a uniform pathology. 
Its most constant features are, however, a poly- 
radiculitis with degeneration and proliferative reac- 
tion of the dorsal and ventral spinal roots. The 
neurons of the anterior horns and of the facial nu- 
cleus may show “axonal” reaction changes but not 
the inflammatory picture characteristic of polio- 
myelitis. 

Three specialists in physical medicine conferred 
concerning the latter question. We all agreed that 
during the early stages of Guillain-Barré syndrome 
there is much more tendency to fatigue than in 
early poliomyelitis, and that patients with Guillain- 
Barré syndrome often get worse if overexercised in 
the early stages. The prognosis with regard to 
eventual recovery is, of course, much better in 
Guillain-Barré syndrome than in poliomyelitis, and 
usually the exercise regimen can be built up with 
such patients, so that eventually in later stages 
heavy resistance exercise can be employed. 

There is some difference of opinion with regard 
to the employment of resistance exercises in the 
early stages of poliomyelitis. One of the chief dan- 
gers in employing heavy resistance exercises in early 
poliomyelitis is the danger that the patient will sub- 
stitute, using strong muscles instead of weak ones 
to overcome the resistance and thus develop incor- 
rect patterns of motion; so that in poliomyelitis, if 
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Information Please 


resistance exercises are employed early, they must 
be accompanied by proper re-education, and care 
must be taken to see that no substitution occurs. 
In our opinion, if used with caution and accom- 
panied by careful re-education, resistance exercises 
can be used frequently in the early stages of polio- 
myelitis. We believe that Dr. Robert Bennett of 
Warm Springs, Georgia, who has had extensive ex- 
perience in the field, is opposed to routine use of 
resistance exercises early in poliomyelitis. Norman 
Nelson’, however, has suggested that muscles re- 
cently affected by poliomyelitis improved more in 
strength when started on treatment early after the 
onset of poliomyelitis, and the opinion of the three 
physiatrists who report here is that resistance ex- 
ercises can be used with caution and may be helpful 
if there is no substitution. Edward M. Krusen, Jr.’, 
has shown quite definitely that there is marked func- 
tional improvement when resistance exercises are 
used in the later stages of poliomyelitis, and we be- 
lieve that this is also true of Guillain-Barré syndrome. 
1. Nelson, Norman: Factors to be considered in evaluating 
effect of treatment in anterior poliomyelitis, with 
special reference to improvement in muscle strength. 
Arch. Phys. Med., 28:358, 1947. 
2. Krusen, Edward M. Jr.: Functional improvement pro- 
duced by resistive exercise of quadriceps muscles af- 


fected by poliomyelitis. Arch. Phys. Med., 30:271, 
1949. 


Hemorrhagic Fever (Songo Fever) 


Q. What information is available on Songo fever? Especially, what 
do you have on its pathology? Is the heterophil titration relevant in 
connection with it? 


A. Songo fever is one of a number of names ap- 
plied to the disease which has been encountered 
among troops in Korea. That name is derived from 
the Songo district of northern Manchuria where the 
disease was first recognized during a 1939 Japanese 
military campaign in the district. A more official 
term is “hemorrhagic fever.” 

Hemorrhagic fever is caused by a virus and is said 
to be transmitted to man by a mite. A type of field 
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rat is the host of the mite and possibly the reservoir 
of the disease. The incubation period is believed to 
be two or three weeks. There is no eschar to indicate 
the site of entrance of the virus from the bite of the 
mite. 

Illness begins abruptly with high fever, head- 
ache, and myalgia. Purpuric manifestations appear 
by the third day and reach their peak by the end 
of the first week at which time the fever is on the 
way down. Severely ill patients develop prominent 
cerebral symptoms; gross hemorrhages from the 
lungs, gastrointestinal tract, or kidneys; and 
severe shock. A leukemoid reaction is common at 
the height of the disease, and the platelet count is 
regularly depressed. The mortality rate is thought 
to be 10 to 15 per cent. There is no known specific 
treatment. 

The most prominent pathologic feature is a dis- 
turbance of the capillaries—stasis, hemorrhage, 
transudation. “Toxic” changes and focal necrosis 
are regularly seen in various organs; these changes 
are nonspecific. 

Information about the heterophil agglutination 
titer was not found in the sources available for 
preparation of this answer. 


Sulkowitch Solution and Test 


Q. What is the reagent for the Sulkowitch test, and how is it per- 
formed to determine hypercalcinuria? 


The Sulkowitch solution has the following 
composition : 


Oxalic acid 

Ammonium oxalate 

Glacial acetic acid 

Distilled water 

The test is performed by placing about 5 cc. of 
urine in a test tube, adding about 2 cc. of Sulko- 
witch solution, and determining the speed of ap- 
pearance (3 to 30 seconds) and the degree of 
density (zero to 4 plus) of the dispersed precipitate. 
The results are recorded as zero, or 1, 2, 3, or 4 
plus. A zero test usually indicates hypocalcemia 
(less than 7.5 mg. per 100 cc.); a 3 to 4 plus test 
suggests hypercalcemia (more than 10.5 mg. per 
100 cc.). When the test is strongly positive, one 
must determine whether or not the patient has 
produced a concentrated urine or has been on a 
high calcium intake. 

The test is valuable: (1) to indicate whether or 
not quantitative studies are in order to establish 
the presence of hypercalcuria; (2) to determine 
whether tetany is due to hypocalcemia (which 
usually gives a negative test) or alkalosis (which 


usually gives a positive test); (3) to follow the 
effect of medication with dihydrotachysterol in 
hypoparathyroidism or of large doses of calciferol 
in various clinical conditions; and (4) to indicate 
roughly the degree of hypercalcemia in patients 
with renal calculi, where a strongly positive test 
favors hyperparathyroidism and a weakly positive 
test does not. 


“Cold” Sterilization Method 
Q. What is a good office “cold” sterilization method? 


A. The most reliable germicides (chemical or 
cold, sterilization agents) for the disinfection of 
metal instruments utilize formaldehyde as the ac- 
tive ingredient. The Bard-Parker Formaldehyde 
Germicide typifies a commercially available prep- 
aration which pioneered in the field of corrosion- 
inhibited germicides. The improved solution disin- 
fects in three hours. It is recommended that the 
scrupulously clean, oil-free instruments be placed 
open in the solution for thirty minutes to kill the 
vegetative forms and for eighteen hours for de- 
struction of spores. Special containers for delicate 
sharp instruments are available. The containers 
should be covered to prevent evaporation of the 
volatile components. 

The composition of some other suitable solu- 
tions are as follows: 


1. Zephiran 12.8 per cent 

Sodium nitrite 
Distilled water q.s. ad. 

. Sodium tetraborate . . 
Solution of formaldehyde USP 
Distilled water q.s. ad. 

. Solution of formaldehyde USP 
Potassium nitrite 
Sodium hydroxide ° 
Ethyl alcohol C.P. 95 per cent q.s. ad. 


Terminal Sterilization 


Q. Is “terminal sterilization" accepted for home use over a long 
period of time, i.e., does it destroy or alter any of the essential com- 
ponents of the infant formula so as to make its prolonged use 
undesirable? 


A. Terminal sterilization has been utilized very 
successfully in hospitals for a long time, and it is 
now recommended generally for home use. It is 
recommended that the double boiler be used. There 
is denaturization of the small amount of vitamin C 
in the milk, but with our vitamin supplements this 
is insignificant. It does not destroy or alter any of 
the other essential components of the formula. 
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Business and Economics 


THE GOLDEN RULE 


BY ERNEST W. FAIR 


**My Jop’s sick people . . not politics!” 

‘Sure there’s an election coming up, but what’s 
that have to do with my practice?” 

Both of those statements were made by doctor 
friends of ours last month. They were talking about 
1952’s biggest political story—the forthcoming 
presidential election. 

Both men were argued down vigorously by the 
other business and professional men in their groups, 
and the thoughts presented therein are worthy of 
every consideration from each reader of these pages 
—not only as a citizen but as a practicing doctor, 
for election campaigns can be fraught with peril 
from a dollar-and-cents standpoint for all of us. 

The precious liberties we own can very well be 
at stake in every election nowadays, whether it be 
local or national. No political party is all good or all 
bad. Our failure to take an active part in any cam- 
paign can well mean that we are taking a step 
toward the future dissolution of our rights to en- 
gage in our chosen profession. 

All one has to do is take a half-look at what is 
happening in other nations of the world today to 
realize that the time has come when every business 
and professional man must take an active part in the 
selection of the men and women who will govern him 
in the future. 

For any of us to take so active a part that we will, 
in our unbalanced steps, destroy the practice we 
have built up through the years, is foolhardy. It’s 
just as unsound to take the timid rabbit approach 
and hide behind the ferns of nonactive participa- 
tion—that’s the way which leads to loss of liberty— 
personal, professional, and business alike. 

The common ground must be found by every 
doctor. The contribution his convictions call for 
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him to give must be expended, but it must be done 
without bruising too many patients’ collective “toes.” 

How to do it? That’s the question we’ve asked a 
number of business and professional men who have 
performed not only their duty as citizens in the past 
but who are going to be fighting for their convictions 
and political beliefs again this year. 

**The most important thing I discovered was that 
I had to use all of the common sense I could mus- 
ter,” one doctor volunteered, “and I work under a 
principle of never opening my mouth in political 
discussions with my patients until I know whether 
or not they are reasonable people about such things. 

“There are some individuals with whom you 
cannot talk or reason on political subjects and of 
whom you will make violent enemies if you attempt 


“If you're going to be as active as you were in 1950, 
will you have any time left for office hours?” 


| 


“What's eating him? | only asked him 
what he thought of socialized medicine.” 


to dissuade them from their beliefs. I still do busi- 
ness with them because I simply won’t talk politics 
of any kind, type, or description with them. 

“But the existence of such people should never 
stop you from talking with the great majority of 
people you know—and doing it intelligently and 
without fervor—just as you would discuss differ- 
ences on any average question in your daily life. 

‘Remember always that most people respect 
business and professional men, and when these men 
talk politics without recourse to the language or 
reasoning of the demagogue, they will give a lot of 
thought to what these men have to say.” 

Confine your politics and electioneering activities 
to after-business hours, is the advice of a number of 
business and professional men. 

“I’ve found people very much resent your taking 
up their time when they call on you for your services 
in a professional way,” one of these men explains, 
“but they are very receptive and sometimes eager 
to talk politics with you at other times.” 

Another factor on this point is that taking our 
“*business-hour” time for that purpose curtails the 
work we can do and the service we can give our 
patients. Customers have their business and pro- 
fessional problems with them during “business 
hours” and do not want to set these aside. 

Several business and professional men also point 
out that such after-hour politics on their part 


proved much more productive when done with a 
group rather than alone. They also found less dam- 
age to their business as a result, for those who tend 
to exercise the greatest prejudices on matters po- 
litical would vent them on the group rather than 
on the individual. 

*‘One thing about this point though,” a business 
man volunteers, “is that one should be most careful 
of the group he joins and to which he contributes 
his efforts. 

“Innocent-looking groups can suddenly turn 
into the type of organization in which one can com- 
pletely destroy one’s whole future. It’s safer to 
make a thorough investigation of a group whose 
name is strange to you before you join it for political 
or any other purposes.” 

Many business and professional men who have 
for years taken a very keen interest in politics as 
very active members of a political party declare that 
it has not hurt their business even with folks who 
have as zealously worked on behalf of the opposing 
political party. 

“It’s a matter of your approach,” we were told by 
a number of these men. “No thinking man or 
woman is going to withhold his or her friendship 
from you for strictly political purposes as long as 
you demonstrate your sincerity in your beliefs and 
acknowledge the sincerity of their convictions. 

‘When the business or professional man gets 
himself involved in political activity so deeply that 
he will verbally castigate the intelligence of all who 
oppose him, he truly is wrecking his future.” 

Everyone with whom we have talked cautions 
against any local business or professional groups’ 
open activity on the part of candidates or parties. 
Actual experiences have shown that such procedure 
generally does a great deal more harm than good to 
the groups’ cause. 

Such actions can also result in dollar-and-cents 
business damage to these groups. Where level- 
headed political activity will not affect an individual 
alone, it can do great damage to that individual by 
his unthinking participation in a group. 

Another way every doctor can help the cause in 
which he believes politically is financially, but here 
again he can as well throw his money into the near- 
est manhole unless the donating is done with care. 
The candidate or group to which a political contri- 
bution is made should never be selected during the 
heated passion of a political debate but after a good 
deal of sober thought on one basic question—will 
this contribution actually be expended toward at- 
taining the purpose for which I am giving it? 
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Such financial activity on the political scene 
should be a private matter for the business or pro- 
fessional man. Making a public story out of one’s 
contribution, signing candidates’ advertisements, 
etc., can openly antagonize individuals who con- 
tribute to our own financial well-being. 

Professional and business men are also called 
upon to make political talks from platforms, over 
the radio, television, at rallies, etc.; and many do it 
regularly without dollar-and-cents harm to their 
practice or business. 

"The secret is in picking your candidate with 
great care and in the manner in which you conduct 
yourself,” one such individual told us recently. “If 
you identify yourself with and speak for a candidate 
whose method is based on appeal to prejudice, un- 
sound logic, etc., you so label yourself and you’re 
going to get hurt financially by what you are doing. 

‘Every business and professional man can do a 
lot of good for the cause in which he believes by 
lending his abilities as a speaker to such causes. But 
every time he accepts such an invitation, he should 
examine it with the thought in mind that he will be 
more identified with the cause or candidate than 
as himself and in that way his earning capacity can 
easily suffer.” 

The caution not to talk politics during “business 
hours” applies equally well to the very important 
point of excluding campaign posters, cards, etc., 
from one’s business activities or one’s place of 
business. There was a time when we could satisfy 
all of our customers and clients by giving all oppos- 


increased to $276 per capita. 
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COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED citizenry—if it works at it—can obtain economy and efficiency in government. Op- 
pressive taxes will eventually destroy the freedom of our democracy. Let’s do something about it! 
The Hoover Commission found, for example, that: 


In 1931 the federal government spent $29 for every person in the country. In 1951 the spending had 


ing candidates their spot, but today’s general elec- 
tions have too many men on the various tickets. . . 
it simply cannot be done. 

One of the very best ways in which every doctor 
can help is to be an active political worker during 
this forthcoming presidential campaign but to steer 
clear of candidates or parties entirely, t.¢., to work 
with everything he possesses at the job of convincing 
everyone he meets how very important it is for them 
to get out and vote regardless of their political con- 
victions. 

The total popular vote for president in 1948 was 
48,836,579. The official census showed our popu- 
lation for 1950 was 150,697,361. Excluding all 
minors, that still leaves many millions of our people 
who did not exercise their right to continue enjoy- 
ing the liberties of our system of government at the 
last presidential election. 

This is the one big goal toward which every doctor 
should dedicate himself during the forthcoming po- 
litical campaign—(1) To convince every eligible 
voter he knows that what he has at stake in the 
election is of far more value to him than anything 
else he could be doing on voting day, and (2) To 
work sincerely and diligently on behalf of his own 
political convictions in such a manner that he will 
not jeopardize the future security of his profession. 

The safe way is to remain “mum” about all things 
political, but it is safe only until by so doing we 
have surrendered our liberties through default. 
Then we shall have nothing to hold safe—our bank 
accounts, our professions, or our very lives! 
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TRENDS AND EVENTS 


IN THE NATION’S CAPITAL 


82nd Congress in Review 


Wuue it is still too early, at this writing, to take a 
retrospective view of the 1952 session of Congress, 
certain characteristics already are clearly apparent. 
This final session of the 82nd Congress has been, 
for example: 

Reluctant to enact any major health legisla- 
tion, yet keenly sensitive to public health and 
medical care issues. 

Reasonable to the point of generosity in pass- 
ing on Federal appropriations for support of 
medical research, yet extremely vigilant lest such 
subsidies result in bureaucratic control of the 
medical schools, hospitals, and other institutions 
receiving financial aid. 

Outwardly sympathetic to hospitalization and 
medical needs of war veterans, yet wielder of a 
heavy blue pencil in slashing appropriations for 
Veterans Administration and its Department of 
Medicine and Surgery. 

Cognizant that something should be done to 
co-ordinate, if not unify, the government’s mul- 
tiplicity of health and hospital systems—both 
civilian and military—yet loath to establish a 
Department of Health and even more unwilling 
to convert the Federal Security Agency into a 
Department of Health, Education, and Security 
with Oscar R. Ewing as its chief. 

But what stood out above all else on Capitol Hill 
this year was an almost universal contempt for 
compulsory national health insurance. In 1952, 
for the first time in a decade, the Senate did not 
even witness the formality of one of its New Deal or 
Fair Deal member’s going through the motions of 
introducing a “‘socialized medicine” bill. True, 
such a bill was introduced in the House, but it was 


only that—a formality. The measure still reposes 
in a committee pigeonhole. 

A new Congress, the 83rd in this country’s 
history, will convene next January. That it will 
have a great many new faces is certain, regardless 
of whether Republicans or Democrats are victorious 
at the polls this fall. But circumstances, rather than 
personalities or even political majorities, will de- 
termine what kind, and how much, national health 
legislation Americans are going to get at the hands 
of the 83rd Congress. That, at least, is the studied 
opinion of Washington observers. It might be 
summed up in the following composite quotation: 

**Federal intrusion into medical care, whether it 
is by way of compulsory health insurance or through 
less direct channels, is not desired by the people. 
As long as the national economy remains stable, 
with jobs plentiful and wages good, socialized medi- 
cine won’t stand a chance. But let there come a 
depression, with its inevitable drain on the Federal 
Treasury for welfare assistance, and the prospect of 
government’s taking an active hand in medical care 
will become a formidable one.” 


Hospital Facilities Are Improving 
A recent address by Wesley E. Gilbertson, chief 


of the Division of Civilian Health Requirements in 
U.S. Public Health Service, reveals that the nation’s 
hospitals are enlarging and modernizing and im- 
proving themselves at an unprecedented rate. The 
division which Mr. Gilbertson, a sanitary engineer, 
heads has responsibility for allocation of steel, cop- 
per, and other critical materials. His address was 
delivered at the Middle Atlantic Hospital As- 
sembly in Atlantic City. 

During the twelve-month period ended on March 
31 of this year, approximately $687 million worth 
of inpatient care facilities was built. Even when one 
makes allowance for inflation and converts this 
money to the dollar of 1939, the sum is 97 per cent 
greater than the construction volume achieved in 
1939. Three states—New Jersey, New York, and 
Pennsylvania—accounted for $170 million, or 
nearly one-fourth, of the total, the speaker pointed 
out. 

‘Hospitals and other inpatient institutions,” he 
said, “‘represent about 24 per cent of our nation’s 
30-billion dollar annual construction total. If we 
remove residential construction from this total, the 
proportion assumed by medical care facilities in- 
creases to 3% per cent. More significant is the 
fact that the hospital is undoubtedly one of the 
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major items of locally-sponsored and _locally- 
financed construction.” 


Tax Exemptions for Medicine Urged 


Shoulder to shoulder with law, dentistry, ac- 
counting, and other professions, medicine pre- 
sented a strong case for amendment of the internal 
revenue laws in testimony several weeks ago before 
the House Ways and Means Committee. Still in 
doubt is the final outcome of the public hearing, 
whose purpose was to hear arguments supporting a 
plan whereby self-employed professional people 
might obtain tax-exemption for a limited portion 
of their annual income provided it were set aside in 
a retirement fund. 

Stating the case for doctors of medicine was Frank 
Dickinson, Ph.D., director of the American Medi- 
cal Association’s Bureau of Medical Economics Re- 
search. He submitted abundant statistical data de- 
signed to show that the modified tax-exemption 
plan is only an equitable concession to doctors, 
lawyers, and others who are not covered by social 
security, yet one that would result in no serious loss 
to the Treasury. 

“I predict,” said Dr. Dickinson, “that the Con- 
gress five to ten years after this measure is passed 
will be searching for ways to liberalize rather than 


to restrict the tax deferment encouragement to pen- 
sions which this bill will provide.” 

After several months of preparation, the Federal 
Civil Defense Administration has published a tech- 
nical manual on blood and blood derivatives that 
will be an important addition to the reference libra- 
ries of physicians interested in problems of emer- 
gency medical care. Organization and operation of 
a civil defense blood program at federal, state, and 
local levels are described in the manual. Estimates 
are supplied on requirements of whole blood, plas- 
ma, and transfusion equipment in event of atomic 
attack. 

The 179-page manual is available for 40 cents 
upon order to the Superintendent of Documents, 
Government Printing Office, Washington 25, D.C. 

Financial reports by organizations engaged in 
Congressional lobbying disclose reduced activity 
for the first quarter of 1952, as gauged by expendi- 
ture of funds. The trend, thus, is following that of 
1951, when lobbyists’ reported expenses reached 
the lowest total since their activity came under fed- 
eral regulation. Medical groups registered under 
the law include the A.M.A. and its National Educa- 
tion Campaign, American College of Radiology, 
Association of American Physicians and Surgeons, 
and the state medical societies of North Carolina, 
Indiana, Alabama, and the District of Columbia. 


“Of course, we both realize things could have been much worse, Mr. Bainbridge.” 
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Office Features That Add Comfort for Patients 


Few features can contribute as much 
to the comfort of patients and to the 
doctor’s efficiency throughout a long 
day as modern air conditioning. In- 
dividual office units now on the market 
will not only cool and dry the air in 
summer and humidify it in winter, but 
remove dust and dirt at all times—a 
marked advantage for an office in 
which cleanliness is of major impor- 
tance. To prepare for future installation 
of these units, present plans need only 
make provision for overhead air ducts. 


<4 Since many patients require a pe- 
riod of rest after examination or pro- 
tracted treatment, the model office 
plan should include a small recovery 
room, conveniently adjacent to powder 
room and lavatory. Tucked away in an 
alcove formed by the step-back con- 
struction of the glass partition, its com- 
fortable couch is out of sight of both 
examining and waiting rooms. A draw 
curtain provides complete privacy 
when desired. A near-by table holds 
magazines and a reading lamp. The 
doctor, too, will welcome this room as a 
convenient place to relax between ap- 
pointments. 
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WATCH OUT...ACCIDENT ABOUT TO HAPPEN! 


improper lifting. 


Ir A person is going to have an accident anyway, 
possibly he should pick his doctor’s office as the 
place in which to have it, where expert care will 
be immediately available. 

But it’s better not to have the accident at all. 
From the doctor’s point of view, accidents can be 
disastrous. Take Dr. Smith’s experience as an 
example. Not long ago, a mother brought her six- 
year-old to Dr. Smith for examination and treat- 
ment. Dr. Smith’s porter had just applied new 
wax to the floor. The mother took two steps inside 
the door—slipped and sprawled on her back. 

Dr. Smith’s ready treatment of her injury wasn’t 
enough to forestall the lawsuit her wrathful hus- 
band filed, nor to prevent the judge from handing 
down a decision which set the doctor back nearly 
two years’ earnings. 

The really sad thing about the story of Dr. 
Smith is that it doesn’t take a great deal of effort 
to introduce a sound safety program. All it takes 
1S a system. 

The first step is to diagnose the common safety 
hazards and the principal causes of accidents about 
an office, clinic, or hospital. These will vary some- 
what from place to place, but they will follow 
one general pattern. With the causes brought out 
into the open, it is not hard to take step two. 
This consists of setting up a program to prevent 
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‘4 Safety hazards personified. The figure at the left illustrates that trash invites slips and 

: . re £& Py trip-ups and is also a fire hazard. Mr. Loose Electrical Connection, reclining in the chair 

bi & > Ye rid above, can mean a gutted building. Fixt hould be checked. Mr. Loose Wire, above 
& Ke right, can break a patient's leg. The figure at the right has sprained his back muscles through 


accidents and wipe out safety hazards, and keeping 
that program functioning. 

Surveys show that the most common causes of 
accidents are: 

1. Running into Equipment. Drumming home to 
the employees the need for common sense care will 
cure this one. Although most “bumping” accidents 
are not even reported when they happen, they can 
cause serious damage. Sometimes, people later go 
to bed with bad internal injuries. Keep equipment 
out of patients’ way. 

2. Slips and Falls. It is mis-steps on slippery sur- 
faces that cause most falling accidents. Other causes 
are step-ups and step-downs that are not clearly 
marked or clearly lighted; unstable fixtures; stand- 
ing upon fixtures that were not made to bear the 
weight of an adult; loose wires; and that old devil 
of the safety engineers—plain carelessness. 

3. Cuts. First aid treatment for cuts is elementary 
knowledge to a physician, of course. Perhaps that 
breeds indifference and explains why the small 
wounds occurring in the laboratory or examining 
room are so often shrugged off—until infection 
develops. Make it an iron-clad routine that every cut 
or scratch be given immediate antiseptic treatment. 

4. Inattention. This human factor in accident pre- 
vention can be handled. All it takes is the determi- 
nation to see that safety rules are carried out. 
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One clinic waged a continuing war upon care- 
lessness by making one administrative man respon- 
sible for accident prevention. The job did not take 
much of his time. But he watched for safety hazards 
and ordered them corrected immediately. He kept 
an eye open for unsafe practices, and saw that 
things were done the right way. 

He secured free posters from the National Safety 
Council (20 N. Wacker Drive, Chicago, Ill.) and 
placed these on the restroom, laboratory, and fur- 
nace room walls. The posters were changed fre- 
quently so that overfamiliarity could not detract 
from interest in them. He followed advice laid down 
by the insurance agency. And he saw that each 


small accident was cared for without delay, so that 
it could not develop into a big injury. 

A simple record—even if it is no more than a 
notebook entry—should be kept of each injury. 
The record should indicate the name of the person 
injured, the time of day, the location where the 
accident occurred, and the nature of the accident. 
By a study of these entries, you can tell what the 
specific hazards are in your own setup, and you 
can act to wipe them out. 

The accompanying picture-sequence illustrates 
several specific safety hazards, together with posi- 
tive steps for eliminating these potentially danger- 
ous—and expensive—traps. 


“Boss, I think | have succeeded in isolating the cold germ.” 
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OPPORTUNITIES IN UNLISTED SECURITIES 


BY JOHN Y. BEATY 


Nor all securities are traded on the various stock 
exchanges. More are bought and sold as transac- 
tions between buyer and seller, arranged by a se- 
curities dealer. If you want to buy a security which 
you do not see listed in the report of prices on an 
exchange, you just tell your dealer what you want. 
He contacts another dealer, who has a client with 
that security to sell. Such a transaction is said to be 
made “over the counter.” It is part of a broad mar- 
ket known as the “over-the-counter market.” 

Most new securities are initially traded over-the- 
counter. In fact, in number of securities traded and 
volume of transactions, the over-the-counter mar- 
ket is bigger than all the organized exchanges of the 
country combined. It affords investor and specu- 
lator a selection, from penny mining stocks to high- 
priced issues selling for several thousand dollars 
per share; from untried ventures to seasoned in- 
vestments in all available groups, industries, and 
types of securities. 

Figures are not available, but an idea of the size of 
the over-the-counter market can be gleaned from 
the fact that the National Quotation Bureau quotes 
about 5,000 securities each day, and it is estimated 
that, in the course of a year, the prices of some 
25,000 different securities are listed in these sheets. 
These are, however, only the more active issues. It 
is estimated that another 25,000 securities, or a 
total of 50,000, are traded regularly. Even this 
figure does not include many thousands of purely 
local issues traded infrequently. In contrast, the 
total number of issues listed on all U.S. stock ex- 
changes aggregates approximately 3,000. 

In addition to the thousands of industrial, public 
utility, and railroad securities bought and sold 
over-the-counter, most bank and trust company 
stocks, as well as insurance company and real estate 
securities, are traded in this market. It is the largest 
market for government bonds and the primary mar- 
ket for municipal issues. It provides an excellent 
medium for the liquidation of unusually large blocks 
of securities—by estates, trustees, or individuals— 
especially if immediate sale is necessary. Many 
listed issues are so marketed. 

The over-the-counter market, in a very real 
sense, affords the investor the opportunity of “‘get- 
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ting in on the ground floor,” for here is where the 
investor can buy an interest in new processes, new 
products, and ventures. Not all live up to the hopes 
of the founders, but many are successful and the 
rewards are often substantial. 

The investor seeking values will find in the over- 
the-counter market many liberal-yielding, strongly 
situated issues with excellent records and back- 
grounds, especially among local, closely held, in- 
active and therefore neglected issues. 


How To Place an Order 


In buying or selling an over-the-counter issue 
the investor proceeds in precisely the same way as 
when buying or selling a listed issue. Suppose you 
want to buy ABC stock listed on the New York 
Stock Exchange. You call your broker and ask him 
for a quotation and learn that the stock is 20 bid, 
20% asked, which means, of course, that there is a 
buyer who will buy the stock at 20 and a seller who 
will sell the stock at 20%. You can buy the stock at 
20% or, if you like, you can place an order to buy 
at 20% in the hope that the stock will become 
available at that price. 

If you want to buy XYZ, an unlisted stock, you 
call your broker or dealer to obtain a quotation and 
learn that it is 20 bid, 20% asked. As before, you 
can buy the stock at 20%, or you can bid 20% in 
the hope that you will get the stock at a lower price. 
In either case, if you want to buy the stock “at the 
market” you will have to pay the “asked” or “offer- 
ing”’ price. 

The difference in the two transactions is the 
manner in which they are executed. Orders on an 
exchange such as the New York Stock Exchange 
must be executed by a broker who is a member of 
the exchange. A broker is one who buys and sells 
for the account and risk of others. He charges a 
commission for his services. Minimum commission 
rates are fixed by the exchange. The exchange pro- 
vides a meeting place for buyers and sellers of listed 
securities. Trading is essentially a two-sided auc- 
tion, the buyer making the highest bid and the 
seller making the lowest offer trade when the two 
agree on price. 


4% 
ii 


Buy and sell orders continually stream into the 
stock exchange from all over the country (the 
world, in fact) and securities listed there have a 
high degree of marketability. Corporations with 
securities listed on organized exchanges are re- 
quired to issue financial statements periodically, 
usually quarterly, and the publicity given the state- 


listed issue a dealer “made the market” and was 
willing to buy stock at 20 or sell it at 20/4. His com- 
pensation is the “spread” between the bid and asked 
price, rather than a commission. 

One of the principal differences between the two 
markets is that corporations with securities which 
are traded over-the-counter and not on a registered 


ments, as well as the transactions in the securities, | exchange are not required to issue financial state- 

creates interest in them and adds to their market- ments with the same regularity. Another is the 

ability. difficulty in checking the current market price for 
How a Dealer Handles Orders wnlisted — , 

The typical over-the-counter trader is on the 
alert for new developments in the securities in 
which he trades, can readily calculate the signifi- 
cance of changes in a given situation, and is able to 
keep in mind the fluctuating markets on scores of 
issues. The investing public is well served by the 
estimated 6,500 over-the-counter dealers. 


Most over-the-counter orders, however, are exe- 
cuted by dealers. A dealer, in contrast to a broker, 
is one who buys for his own account and risk. When 
a dealer sells, he sells a security he owns. When a 
dealer buys, he acquires the security outright. Thus, 
when you obtained a market of 20-20% on the un- 


What Others Are Saying ... 


THERE IS NO SPECIALIZATION AT THE DIAGNOSTIC LEVEL 


WHEREAS many of us limit our therapeutic activities to certain conditions or certain types of condi- 
tions, and all of us feel that on occasions it is to the advantage of the patient to be referred to one 
especially trained or experienced in a particular condition, we all agree that the important man from 
a diagnostic point of view is the physician who first sees the patient. 

Many illnesses that bring the patient to the physician are self-limited. Still, if the opportunity 
is taken for a complete physical with the utilization of the laboratory as indicated, important condi- 
tions may frequently be found in their asymptomatic phase. 

So while a patient pampers his sinuses, an early carcinoma of the rectum may be found in a stage 
in which treatment will be effective. So also the lady with pruritus vulvae may be aided more by an 
examination of the urine than a tube of ointment. The many aches and pains that these old bodies 
of ours are heir to can serve as a blessing if they become responsible for thorough regular physical 
examinations. 

Patients today feel very well versed on the limitations of the specialties, and one may therefore 
appear in the office of an orthopedist with pain in the back due to metastasis from a tumor of the 
breast, etc. The prostate may offend in a similar manner, and the lady who “hasn’t seen anything 
for two months” may appear in almost any office. 

It has become more apparent to all of us than to our venerated predecessors of a generation or two 
ago that symptoms assume their greatest importance in acting as indicators of disease, and in aiding 
us in determining the underlying pathologic condition. 

Here too we recognize that the comfort of the patient must be sought in the administration of 
medication to give relief, but our prime purpose is to determine the cause. The x-ray and the 
bronchoscope are more important components of our armamentarium than elixir of terpin hydrate. 

Although the literature resounds with a bewildering number of rare and exotic diseases, for- 
tunately the common foes of man may be observed by him who looks for them. Of the instruments 
required, an inquiring eye and an examining finger are by far the most useful—Tuomas M. Mier, 
M.D., in The Bulletin of the St. Louis Medical Society. 
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RETIREMENT INCOME AT 65 POLICIES 


BY RALEIGH E. ROSS 


Waar will you live on after 65, doctor? Will you 
want to ease up on your practice from 65 onward? 
Are you sending funds ahead to make retirement 
financially feasible, should it become desirable? 

To provide a practical answer, in action, to such 
considerations as these, the retirement income pol- 
icies were originated, most of them about fifteen 
years ago. They are strong on the investment ele- 
ment, with protection playing a minor role. They 
are variously devised to culminate in retirement 
income at 55, 60, or 65. 

Let us consider the age 65 plan as this is the 
most commonly accepted retirement age for a man. 
Also, because this is the policy most frequently 
bought. Should a policyholder aim at 65 and find 
himself financially able—with the help of his policy 
—to retire at 60, he can do so. On the other hand, 
if he selects a retirement income at 60, and when 
it matures, decides that he wants to continue the 
plan to 65, there is no provision for him to do so. 

Also, of course, the “at 65” policy requires less 
annual saving (per $10 a month of retirement in- 
come) than the earlier age policies do. If you are 
40 and want to make sure of $200 a month for life 
at 60, you must do all the saving in twenty years. 
But, if 65 is your goal, your deposits are spread out 
over twenty-five years. Also, the annuity income that 
each $1,000 of your cash value at 65 buys is larger 
than the annuity income that each $1,000 will pur- 
chase at 60. Hence, there is quite a difference in 
annual premium between the at 60 policies and 
those at 65. 
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Perhaps you are familiar with the endowment 
principle. A man, age 45, buys a twenty-year en- 
dowment policy for $10,000. He is insured for 
$10,000 to age 65 and then receives the principal 
in cash—or under an income arrangement. 

But suppose this same man buys, instead, a 
$10,000 retirement income at 65 policy. At 65 his 
guaranteed cash value is over 66 per cent more than 
the face of the policy —$16,610, to be exact! He has 
been insured all the way along for a minimum of 
$10,000. But when the cash value of the policy be- 
comes larger than the face value, he has been in- 
sured for the larger amount. For example, if he 
were to die exactly at the maturity of his policy, his 
beneficiary would receive $16,610. 

Therefore, the retirement income at 65 policy 
might well be called a super-endowment policy. 

“It must be very costly,” a man may remark. It 
depends on what is meant by “‘costly.” This policy 
does require, as a general rule, the largest outlay 
per year per $1,000 of any policy. But, if the insured 
lives, it is the cheapest policy he can buy. That is, it 
will pay the greatest profit at maturity, in addition 
to the protection. This fact about paying the biggest 
profit is true at all ages at which the policy is avail- 
able—usually up to age 55 inclusive. 

Now let’s get down to brass tacks on how the 
policy works out. We will take a mythical Dr. Black, 
who is age 45 and is considering an initial purchase 
of a $10,000 policy (sometimes called ‘‘ten units”) 
that will guarantee him $16,610 cash at 65, or an 
income of $100 a month, ten years certain. 
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The phrase “ten years certain” in connection with 
any insurance policy means that if the insured dies 
in the first ten years of his income, his beneficiary 
will receive the income for the rest of the ten-year 
period. For example, if Dr. Black should buy the 
policy and live to 65 and elect the ten years certain 
option and die at 67 (after two years) his beneficiary 
would continue to receive the $100 a month for eight 
more years. If Dr. Black had selected the income for 
“twenty years certain” —a smaller monthly guaran- 
tee—and died at 67, then his beneficiary would 
receive the income for eighteen years. It’s a life in- 
come, no matter how long he lives, for the insured 
—Dr. Black; the number of years certain referring 
solely to the beneficiary. 

Now let us examine the five principal options avail- 
able to Dr. Black at 65, assuming he is living at that 
maturity date. One column shows the guaranteed 
amounts if the doctor has used up his dividends, 
which start at the end of the second policy year. 
The second column shows his improved position at 
65 if he has left his dividends to accumulate. 


Dividends used to 
reduce premiums 


Dividends 
left of 
interest 
$16,610.00 
3,460.00 


$20,070.00 


Options 


1. Cash—guvaranteed $16,610.00 
Accumulated dividends used 


$16,610.00 


2. A monthly life income, under the 10-year 
certain plan 
3. A monthly life income, under the 20-year 
certain plan 80.10 96.70 
4. A monthly life income, under the refund 
certain plan* 89.40 
5. A paid-up life insurance policy for 10,000.00 
and cash to you 8,780.00 


*The Refund Certain Plan means that if Dr. Black should not live long enough to 
receive, in the form of monthly income, all he would have received in cash 
($16,610 or $20,070) then the income will to his beneficiary until the 
remaining amount is fully paid. 


$100.00 $120.80 


108.46 
$10,000.00 
12,240.00 


In addition to the five options featured, Dr. 
Black has other choices which he may prefer at 65. 
He may say, for example, ‘You owe me $20,070. I 
want you to pay it to me in monthly installments of 
$500 each for as long as it will last (with interest on 
the remainder to make it last longer.)”” The com- 
pany will do it, paying any monthly installment he 
specifies. Of course, this may, or may not, prove a 
life income for him. 

Similarly, the company, if Dr. Black prefers, will 
pay the $20,070 (plus interest) to him in an even 
amount of guaranteed monthly installments. For 
example, suppose he specifies 120 equal monthly 
installments (ten years). The company will guar- 
antee that each installment will be $186.45. So the 
$20,070. paid out in this manner will total $22,347 
($186.45 X 120). 


Now let us see how the plan works out if Dr. 
Black elects to take the cash at 65, in preference to 
any of the income plans. This table gives the picture. 


Dividends used to _ Dividends 

reduce premiums left at interest 
Guaranteed cash at age 65 $16,610.00 $16,610.00 
Dividends (1952 scale) used 3,460.00 


$16,610.00 
14,035.00 


$20,070.00 
16,834.00 


2,575.00 3,236.00 


Dr. Black’s annual premiums for this policy are 
$841.70. Or, if dividends are used to reduce his 
premiums, they will average $701.75 per year. 

The premiums are $433.50, should he pay semi- 
annually, $220.90 quarterly, or $74.70 monthly. 

The table above assumes that the doctor has 
elected to make his deposits the most economical 
way—annually. If he pays quarterly, for example, 
the profit shown above would be reduced. 

It is possible, for a moderate additional charge, 
to get on this policy, additional indemnity (in case 
of accidental death) and waiver of premium (in case 
of disability). 

It is the experience of men who sell this policy 
that it does not appeal particularly to young men. 
Age 65 looks too far ahead, in the dim mists of the 
future. It will work out fine, if purchased in the 
twenties or thirties—but it usually isn’t. A man 
apparently must pass the 40 mark before he realizes 
that age 65 is bearing down upon him at consider- 
able speed. 

It is often the case that younger men cannot af- 
ford a policy with such a high outlay per $1,000. 

For these two reasons, the bulk of the purchasers 
of this type of policies are persons between age 40 
and 55. 

The rate of interest is not excessive, so it may be 
pointed out that most purchasers find that the chief 
advantage of the plan is the forced saving it entails. 

It might be well to mention that both dividends 
and cash values on this policy are unusually high. 
This naturally follows, as the insured’s annual out- 
lay per $1,000 is high. But those who consider it are 
interested to find it builds a far higher cash reserve 
for example, than the same size policy in the ordi- 
nary life, limited pay, or even endowment forms. 

What will you live on after 65, doctor? If the 
wisest answer to this question is among your pres- 
ent concerns, then you might find it profitable to 
consider a retirement income policy. 
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SPARE THAT 


BARB-WIRE RULE 


BETWEEN 


WOLFISH DOCS 


AND 


INNOCENT NURSES 


RALPH F. MARTIN, M.D. 


“Superintendents of nurses, stern-visaged females, are never so 


happy as when clarifying the rationale of this regulation.” 


THERE are pointed stakes and a barb-wire tower 
between the wolfish doctor and the innocent, wide- 
eyed nurse. 

*‘Nurses and doctors of the staff shall not frater- 
nize.” 

This rule is the barrier. It is tradition-drenched. 
It is a part of the Decalogue of hospitals. It is law 
in hospitals that also serve as training institutions 
for student nurses. 

Hospitals not bothering to reduce this rule to 
print and posting do, at least, rigidly observe its 
spirit as a part of the unwritten law. The decree 
is designed for the single, and all important, pur- 
pose of governing the relationship between doctors 
and nurses. 
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Superintendents of nurses, stern visaged females, 
are never so happy as when clarifying the rationale 
of this regulation. If doctor and nurse become too 
friendly, it is stipulated, then discipline disinte- 
grates; and when discipline crumbles, ward-care 
deteriorates. And, as a consequence, patients suffer 
neglect. 

Subtle attempts to dissolve this decree have 
been recently noted. “Liberal trend” is the bland 
label pasted on this movement. Pressure is put 
upon the thin-lipped nurses’ supervisor in an effort 
to induce her to tear down this steel-buttressed 
regulation. 

It has been hinted that a dilution of the decree 
would make it easier to recruit personnel to re- 
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“If doctor and nurse become too friendly 
then discipline disintegrates.” 


plenish the dwindling ranks of well-trained ward 
nurses. 

We old gray sheep of the medical profession de- 
cry this snake-bellied attempt to do away with this 
time-honored rule. We do not like any part of the 
idea—and we propose to make more noise about 
it than a pot-hound with his tail caught beneath a 
chair-rocker. 

‘Nurses and doctors of the staff shall not 
fraternize.” 

Oh, spare this barb-wire barrier! Its preservation 
is vital to hospital morale. Its dissolution will cause 
morale to march to rack and ruin. 

Devastatingly devilish is this fine old regulation. 
It exerts a Machiavellian influence over nurses. It 
weaves a spell of black magic. Many nurses marry 
doctors and make marvelously fine wives. (Person- 
al experience of thirty-two years’ standing speaks 
here.) 

Except for the nonfraternization rule, no comely, 
strong-bodied, young nurse could be so deluded 
as to regard a doctor with covetous eyes. Accorded 
a close-up view of the vicissitudes of a physician’s 
life, no nurse with the sense God gave a goose 
would be so silly as to willingly share that fate. 
But this rule serves to make a doctor look hard to 
get. 

Blessed is this rule that exists as a snare and a 
delusion. A gander through a barrier of barb-wire 
can be so deceptive. Even the most biased realize 
we doctors are not handsome brutes. Notoriously 
homely, even we doctors can contrive to look de- 
sirable—if watched from the other side of the 
nonfraternization rule. 

Birthed in the doctor’s silly, masculine mind is 


the idea that perhaps he must be a wolf and a 
dangerous fellow. Unquestionably this is a figment 
of his deluded mind, but the idea has its thrill. 
It flourishes. 

Perhaps the doctor has grown old. His feet hurt. 
His back aches. Loss of sleep has turned his skin 
to sere and yellow. He has been rendered eunuch- 
oid by incessant night calls. He has been emascu- 
lated by the grind of overwork. Only a doctor 
knows how completely a man can be caponized 
by assisting a female through the indignity of her 
labor. 

Numerically young in years perhaps, the doctor 
has nonetheless been rendered senile by the rigors 
of overwork. The backs of his hands drag the floor 
as he crosses the hospital threshold. 

Then there on the corridor wall of every floor 
in the hospital he sees this nonfraternization rule 
in cold print. He must not fraternize with the 
nurses. The physical reaction is miraculous. His 
chest arches like a pigeon and his knee jerks come 
back. It makes all three of our red corpuscles caper 
and bounce. 

“Nurses and doctors of the staff shall not frater- 
nize.” 

This is a wonderful rule, capable of sending a 
surge of new spring-sap through arteriosclerotic 
vessels; it must not be deleted. It must, by all 
means, be preserved. It must not, it shall not, be 
despoiled. 


“The physical reaction is miraculous.” 
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Phagedenic ulcer, left leg, two views. 


Show it... 2 srittiance 


What a satisfaction—to have 2x2-inch slides of your 
work. Not only are they a great help in diagnosis . . . 
but there’s always the reward that comes with showings 
at staff conferences, seminars, and before other small 
groups. Particularly when you have a projector that 
does a good job. 


Show il... te Kodaslide 
Merit Projector 


With this modestly priced projector you can always be 
sure of clear, brilliant pictures. It is equipped with a 
Lumenized Kodak Projection Ektanon Lens, 5-inch 
f/3.5; 150-watt lamp; convection cooling to keep slides 
flat and in sharp focus; built-in elevation knob and im- 
proved slide-feeding mechanism. Compact, and easily 
portable. Price, $26.10, is subject to change without 


notice and includes Federal Tax. Complete line of Kodak Photographic Products 


i ; : for the Medical Profession includes: cameras 
For further information see your photographic dealer 
or write: film—full-color and black-and-white (including 
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THE THYROID 


Francis’ 


*"No endocrine gland has been subjected to more fruitful study during recent years than 
the thyroid. The availability of radioactive iodine, in particular, has stimulated numerous 
studies, which have added immensely to our knowledge of this gland. Although primarily 
of general physiological interest, these recent studies have clinical importance, since 
they throw light on many aspects of thyroid disorders. Dr. McGavack and his collab- 
orators have done an excellent job in collecting the extant data on the thyroid and 
applying this information to clinical problems. The monograph is complete in its cover- 
age, well written, and documented with many references to the literature. It can be 
recommended to the reader desirous of a résumé of recent work in the field.”—JAMA, 
May 17, 1952 
By THOMAS HODGE McGAVACK, B.A., M.D., F.A.C.P., Professor of Clinical 
Medicine, New York Medical College; Director of the New York Medical College, 
Metropolitan Hospital Research Unit. With a Section on Surgery by JAMES M. 
WINFIELD, B.A., M.D., F.A.C.S., and WALTER L. MERSHEIMER, B.S., M.D., 


F.A.C.S., and a Section on History by DOROTHY B. SPEAR, Ph.B., Librarian 
and THOMAS HODGE McGAVACK. 646 pages, illustrated. Price, $13.50. 


THE HUMAN PELVIS 


In teaching courses over the past five years in applied anatomy at Western Reserve 
University, many questions and problems concerned with the structures of the pelvic 
region confounded the instructors and students. The answers required considerable in- 
vestigation on the part of Dr. Francis and associated members of his staff. This research 
and study resulted in an excellent monograph illustrated with many original drawings. 
The illustrations on the pelvic muscles and fascia were made from bodies which were 
dissected either personally or under the supervision of Dr. Frank Vecchio and the author. 


In describing the bones of the pelvis, Dr. Francis clears some of the existing confusion 
in terminology as well as some of the conflict in interpretation of observations. He has 
incorporated many valuable studies not otherwise available. 


By CARL C. FRANCIS, A.B., M.D., Assistant Professor of Anatomy, Department of 
Anatomy, Western Reserve University, Cleveland, Ohio. 210 pages, 61 illustrations 
(3 in oe. Price, $5.00. 


ORDER FORM - 
The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri 


Please send me: 


(_] McGavack’s THE THYROID—$13.50 
(_] Francis’ THE HUMAN PELVIS—$5.00 


(_] Enclosed find check. {_] Charge my account. 
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Che Practitioner's Bookshelf 


Office Endocrinology. By Robert B. Greenblatt, M.D. Pp. 545. 
Price, $10.50. 4th Ed. Charles C Thomas, Springfield, 
Ill, 1952. 

This is an extremely well-written and interesting 
volume. It consists of five sections: General Endocrinol- 
ogy, Female Endocrinology, Hormonology, Diagnostic 
Procedure, and Male Endocrinology. 

In these sections, the author presents in a very in- 
teresting and readable form the entire subject of 
endocrinology. He traces the interrelationship of the 
various glands and discusses the effects of hypo and 
hyperfunction of these glands on the individual, and 
their effects upon other related glands. The diagnosis 
and treatment of these conditions seem entirely logical 
and are based on an apparently vast amount of clinical 
experience and research, resulting in a volume which is 
entirely practical. 

It is my opinion that this volume should be read and 
studied by all physicians. I am sure that if this were 
done, and the fundamentals, as set forth in the volume, 
were followed, our patients would benefit and there 
would be much less haphazard, thoughtless, and at 
times unsound practice of endocrinology. 

—Matcom E. Puetps, M.D. 


A Practical Handbook of Midwifery and Gynaecology. By 
W.F.T. Haultain M.B. and Clifford Kennedy M.B. Pp. 403. 
Price, $6.00. 4th Ed. E. & S. Livingstone, London, 1952. 


This is the fourth edition of a book which was 
thoroughly revised and brought up-to-date only four 
years ago. New sections were said to be entirely re- 
written and other sections altered considerably. 

This book is just what it is titled—a practical hand- 
book of midwifery and gynecology for students and 
practitioners. In twenty-four chapters it covers in con- 
siderable detail the science of obstetrics and gynecology, 
with an additional chapter on the infant, and an appen- 
dix on the uses of x-ray in obstetrics and gynecology. 

The book is easily read and the subject matter pre- 
sented in excellent sequence. Extensive use of outlines 
in the text facilitates reading but makes the subject more 
difficult to follow, probably due to the difference in 
American and European outline structure. 

The arrangement of the book is such that information 
is located readily. Although quite modern in its subject 
matter, this book is obviously not written in enough 
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detail to make it a necessary addition to the specialist’s 
library. It can be recommended to medical students, 
general practitioners who wish a quick reference vol- 
ume, and returning servicemen who have been, as the 
authors state in their preface, “unavoidably divorced 
from midwifery and gynaecology.” 


J. Suaw, M.D. 


Cardiac Emergencies and Heart Failure. By Arthur M. Master, 
M.D., Marvin Moser, M.D., and Harry L. Jaffee, M.D. Pp. 
159. Price, $3.00. Lea and Febiger, Philadelphia, 1952. 


This refreshing monograph has been written for those 
who are called on to treat the dramatic cardiac emer- 
gencies so often seen in general practice. 

The major study, about one-half of the text, is 
directed to the emergencies provoked by the arrhythmi- 
as, pulmonary edema, and coronary artery disease. 
Different diagnosis and old and new therapy are dis- 
cussed. Short case histories and illustrations serve to 
make more interesting a text that needs no clarification. 
Physiologic and pathologic discussions are minimized, 
but a complete bibliography will direct the reader to 
detailed studies of the points presented. 

Shorter sections on syncope, rheumatic heart disease, 
hypertensive emergencies, and traumatic and surgical 
emergencies complete the monograph. 

To so many of us, the treatment of cardiac emergen- 
cies has fallen into a pattern that serves fairly well. 
Those who read this monograph will receive a stimu- 
lation and knowledge which will enable them to treat 
more rationally and successfully the emergencies that 
arise in their practice. 

—I. D. Le Fevre, M.D. 
—J. F. Moser, M.D. 


The Principles and Practice of Aviation Medicine. By Harry G. 
Armstrong, M.D. Pp. 476. Price, $7.50. 3rd Ed. The 
Williams and Wilkins Company, Baltimore, 1952. 


This has long been the leading reference book from 
which the general principles of aviation medicine and 
the special medical problems associated with flight 
can be readily obtained and understood. Earlier edi- 
tions are found throughout the world in the libraries 
of those interested in aviation medicine. 

General Armstrong has for the past twenty years been 
considered a leader in aviation medicine. This text 


. 
\ 
N 
N 
= 
. 


RETAFEN Git 


with Hexachlorophene and other effective medicaments 


Gown mincx shin 
ANTIPRURITIC «© antipacteriaL ¢ ANTIFUNGAL 


Hexachlorophene 1%, Acid Carbolic 0.9%, 
Resorcinol 1%, Oil of Tar Rectified 0.5% 
and Zinc Oxide 4% in a specially prepared, 
perfumed, polyethylene glycol base— 
readily releasing the active ingredients at 
the site of administration, non-irritating, 


easily washable and non-staining. 


Supplied in 15 Gm. (% oz.) tubes, individually cartoned, and 3% oz. jars. 


Also available: Retafen Liquid in 2 fluidounce bottles. 


VB 


VANPELT & BROWN, Inc. = Pharmaceutical Chemists RICHMOND 4, VA. 


GP ¢ Volume VI, Number 1 


\3 
\\ 
|| 
100 


reflects his training and experience and the tremendous 
amount of clinical knowledge he has acquired in his 
field. He has used a strong practical approach from start 
to finish, although there has been no attempt to deal 
exhaustively with the subject matter. 

This third edition has been rearranged to present a 
more logical grouping of topics. Roughly one-third of 
the book is devoted to past history of aviation medicine 
and to the selection and examination of airmen. A 
second third concerns medical problems encountered 
in flight, such as altitude sickness, aerotitis media and 
aerosinusitis, oxygen requirements, decompression 
sickness, etc. The remaining third deals with special 
conditions such as accidents in aviation, air rescue and 
evacuation, sanitation, and protective flying equipment. 

Very few chapters have been completely rewritten, 
but most of them show thorough revision. The subject 
matter tends to be presented with a marked military 
slant, although the book is intended as a standard refer- 
ence and guide to the entire field of aviation medicine. 
Recent advances in aviation medicine are adequately 
covered. The most recently accepted terminology has 
been used. As in any new field of medicine, several words 
or phrases meaning the same thing have been coined, 
and for the sake of uniformity a standard form should 
be selected. This book should help to standardize aero- 
medical terminology. 

The author’s style and the publisher’s excellent work 
make reading easy. The illustrations have been carefully 
selected and are unusually helpful. 

The student or physician engaged in general and 
specialty practice or limiting his practice to aviation 
medicine will find this book extremely valuable as a 
concise handbook of practical information. All physi- 
cians should understand the effects of flight, since they 
are frequently required to give advice or treatment 
to those who fly and to perform physical examinations 
for the flying public. —S. A. Tuomas, M.D. 


Atlas of Human Anatomy. By Barry J. Anson, Ph.D. W. B. 
Saunders Company, Philadelphia. 


This is a 500-page atlas of gross human anatomy, 
containing accurate drawings by noted artists, which 
are neither warped to conform to preconceived stereo- 
typed concepts of human morphology, nor simplified 
to serve transitory laboratory chartings. 

The contents of this volume are limited to those fea- 
tures of human anatomy and structure which can be 
demonstrated in regular cadaver study. It is all the 
artist’s unbiased portrayal of actual dissections and not 
copied figures. The drawings, simplified, easily studied, 
well labelled, with a minimum of explanatory writings, 
are printed on the best grade paper, are easy to read, 
and follow a logical sequence from the first chapter 
on the head to the last chapter on the lower extremity. 

Portions of the atlas dealing with some of the special- 
ties have been prepared in conjunction with recognized 
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authorities in these fields. Many of the studies in the 
atlas have appeared in numerous articles in scientific 
publications by the author and his colleagues. This in 
no way diminishes interest in this volume where a se- 
quence of human gross anatomy is presented. 
Because of the shrinking curricular attention to gross 
anatomy, pictorial records become proportionately more 
important, and with the student’s early introduction to 
dispensary problems, dependable reminders of his dis- 
section experience become indispensable elements in 
his development of clinical judgment. This book is 
highly recommended to anatomy teachers, students, 
residents, and surgeons. —U. R. Bryner, M.D. 


Modern Medication of the Ear, Nose and Throat. By Noah D. 
Fabricant, M.D. Pp. 245. Price, $5.75. (Cloth.) Grune 
and Stratton, New York, 1951. 


This is a book designed and written to aid the general 
practitioner with his day-to-day requirements and appli- 
cations of medicine of the ear, nose, and throat. As the 
author states, “Its dual aim is to present both recent 
advances and time-tested experiences with drugs, not 
only from the standpoint of the specialist but from 
the point of view of the general practitioner.” The part 
modern chemotherapy plays in the profession today 
is stressed by the recent shift in emphasis from surgery 
to medication. 

It is amazing that a book which covers so much can 
be so concise and so detailed at the same time. There 
are excellent bibliographies at the end of each chapter 
and two valuable indexes, one of authors and one of 
subjects, that should be incorporated into every print- 
ing, as it enhances its usefulness. 

—Lesur T. HenpErson, M.D. 


Surgical Care. A Practical Physiologic Guide. By Robert Elman, 
M.D. Pp. 586. Appleton-Century-Crofts, Inc., New York, 
1951. 


This book contains nineteen chapters and 560 pages 
of very practical and positive clinical advice concerning 
preoperative care, preparation for surgery, organization 
of surgical details, postoperative care, and complete 
rehabilitation of the patient. It is entirely new and is 
based on sound physiologic principles and knowledge 
in this field. The introduction (chapter I) in a very 
practical way shows that it is very impractical to define 
‘surgical risk,” due to the many variable factors in- 
volved, which are entirely apart from the patient himself. 
The author suggests following the findings of anesthetist 
M. Saklad, by evaluating the “physical state” of the 
patient as to: 

(a) Localized disease with little or no systemic dis- 
turbance, e.g., simple fracture without shock. 

(b) Moderate but definite systemic disturbance 
caused by the condition that is to be treated by surgical 
intervention, such as infection or some other pathologic 
condition, ¢.g., mild diabetes, moderate anemia, etc. 

(c) Patients with severe systemic disturbance from 
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any cause, ¢.g., severe diabetes, heart disease, prolonged 
intestinal obstruction, severe trauma, etc. 

(d) Systemic disturbances so severe as to threaten 
the life of the patient regardless of the type of treat- 
ment, ¢.g., severe trauma with irreparable damage, late, 
severe cardiorenal disease, very severe secondary hemor- 
rhages, etc. 

Many brief case reports illustrating mistakes as well 
as successes in therapy are used as illustrations through- 
out each chapter. Chapters on psychogenic factors in 
surgery, nutrition, physical factors, and chemotherapy 
in surgery, postoperative renal dysfunction, surgical 
shock, and wound complications are all very informative, 
up-to-date, and practical. This is an excellent volume, 
written with the background of a vast surgical experi- 
ence. It is excellent as a reference. It is modern in its 
approach, recognizing the fact that successful surgical 
results require a thorough understanding of current 
physiologic and biochemical knowledge of just what 
the human body can and cannot accomplish. Anyone 
either actively doing surgery or treating surgical pa- 
tients can benefit from this very modern treatise on 
surgical care. —WU. R. Bryner, M.D. 


Ruptures of the Rotator Cuff. By H. F. Moseley, M.D. Pp. 90. 
Price, $6.50. Charles C Thomas, Springfield, Ill., 1952. 


This is an exceptionally well-illustrated, clearly writ- 
ten monograph. The beautiful color plates add greatly 
to one’s understanding of this difficult subject. Follow- 
ing the brief historical introduction, the chapters on 
anatomy and physiology of the shoulder make easy and 
enjoyable reading. Operative findings have provided 
an important basis for the author’s concept of degenera- 
tive periarthritis following ruptures of the rotator cuff. 
Ruptures vary from the tear of a few fibers to those in- 
volving the full thickness of the cuff. Evidence of degen- 
erative changes increases after the fourth decade, and 
there is a greater tendency to these changes in the labor- 
ing class, alcoholics, and diabetics. 

Details of the examination of early (within three weeks 
of the accident) and late cases of rupture are accurately 
outlined. Here again, the color plates clarify the differ- 
ential diagnosis. Likewise, the operative techniques used 
in acute and chronic ruptures are well illustrated with 
color plates. The author’s case records show that a 
painstaking study of rotator cuff pathology has been 
made. This book is a fine reference for surgeons who 
handle these injuries. —WU. R. Bryner, M.D. 


Modern Practice in Infectious Fevers. Edited by H. Stanley 
Banks, M.D., Pp. 1,054. Two Volumes. Paul B. Hoe- 
ber, Inc., New York, 1951. 


This is a splendid work with the chapters written by 
experts, many from England and some from the United 
States. These two volumes can be very handy in any 
physician’s office. Because several chapters are written 


by experts the material is authoritative and up to date. 
—W. C. Atvarez, M.D. 
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The Forgotten Language. By Erich Fromm, Pp. 263. Price, 
$3.50. Rinehart and Co., Inc., New York. 

A dream which is not understood is like a letter that 
is not opened. That is what the Talmud says. 

You will not become an authority on the interpre- 
tation of dreams by reading this book, but you will be 
pleasantly interested and introduced to the under- 
standing of dreams, myths, and fairy tales. What’s 
more, Fromm has large areas of disagreement with 
Freud. “Freud is not at all—as he has often been misin- 
terpreted—the representative of the sensuous-frivolous, 
immoral Viennese atmosphere, but, on the contrary, a 
puritan who could write so freely about sex and love 
because he had put them in a herbarium.” 

You'll certainly enjoy Fromm’s disagreement with 
Freud’s interpretation of the Oedipus myth and the 
Oedipus compiex. Fromm goes far beyond Freud, and 
obviously in a more sensible direction—‘We are not 
only less reasonable and less decent in our dreams, but 
we are also more intelligent, wiser, and more capable 
of judgment when we are asleep than when we are 
awake.” 

I'll have to admit that I bogged down a little on 
chapter IV, Freud and Jung, and feel that you too could 
perhaps omit from the bottom of page 57 to the end of 
the chapter. The rest of the book is definitely good read- 
ing and a chapter of it at bedtime should add zest and 
interest to anyone’s dreams. 

—Srantey R. Truman, M.D. 


Infertility in Men. By Robert S. Hotchkiss, M.D. Pp. 73. Price, 
$2.50. Charles C Thomas, Springfield, Ill, 1952. 


In seventy-three pages, this book deals adequately 
with a subject that for a number of years seemed to be 
rather neglected. Dr. Hotchkiss first reviews the physi- 
ology, anatomy, and embryology of the male repro- 
ductive tract. He then proceeds to a description of the 
essentials of procuring an adequate history, physical 
examination, collection of semen, testes, the endrocrine 
system, and testicular biopsy. 

One laboratory procedure that should be done in any 
doctor’s office is that of semen analysis. In one chapter 
the method of analysis as well as the method of collec- 
tion is clearly described. 

In his discussion of the endocrine system, Dr. Hotch- 
kiss reiterates the well-known functions of the pituitary 
gland and its role in governing the testes. He discusses 
the interrelationship of the adrenals, thyroid, pituitary, 
and testes. 

In another chapter, testicular biopsy is described as 
a means of diagnosis where no sperm are obtained on 
repeated examinations. 

This little book is well written and is printed in a 
superior manner. However, there is nothing new or 
startling in the subject matter. 

—ArTHUR N. Jay, M.D. 
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Academy Reports and News 


Approve Home Study Postgraduate Medical Courses 


AAGP Congress of Delegates Adopts 
Education Commission’s Resolution 


Tue Commission on Education of the A.A.G.P, is 
now authorized to establish Home Study Post- 
graduate Medical Courses as a result of a resolution 
adopted by the Congress of Delegates during the 
Fourth Annual Scientific Assembly. 

The resolution was submitted by the Washington 
chapter after a committee, headed by Dr. Loren 
G. Shroat of Seattle, Wash., had investigated and 
reported on home study. The committee’s findings, 
based on more than six months of investigating and 
analyzing home study programs, showed that home 
study would benefit those physicians unable to 
attend regular postgraduate courses. 

It has been pointed out that a general practitioner, 
located in a more sparsely-settled area, frequently 
is the only physician serving a large group of people, 
and he finds it difficult to leave his practice to at- 
tend scientific meetings and postgraduate courses. 

Since one of the major objectives of the Academy 
is to assist in providing postgraduate study courses 
for general practitioners and to encourage phy- 
sicians to take such training, the Education Com- 
mission has attempted to evaluate all methods of 
study that have come to its attention. 

As chairman of the home study investigating 
committee, Dr. Shroat corresponded with the deans 
of most of the medical schools and with officers of 
the Association of American Medical Colleges. He 
prepared a brief report on the subject and this was 
submitted to the Congress of Delegates in Atlantic 
City. 

The Delegates approved the report and com- 
mended Dr. Shroat for the excellent survey. 

The report pointed out that home study is a 
well-established method of education with many of 
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the country’s leading universitie4‘maintaining home 
study departments. The United States Naval Med- 
ical School uses this method to keep officers aboard 
ship up-to-date. 

The basic fact which renders home study post- 
graduate medical courses necessary is that people 
do not get sick on schedule, whereas all classes 
must, of necessity, meet at certain hours on speci- 
fied days and at designated places. 

Dr. Shroat brought out, “It is what we know that 
counts, not where nor how we secured the in- 
formation.” 

In keeping with the high quality maintained in 
other fields of work in the A.A.G.P., the committee 
is anxious to have any home study postgraduate 
medical course, that is set up or approved by the 
Academy, be of the same high standard. 


Loren G. Shroat, M.D. 
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The principal obstacle to the establishment of 
postgraduate medical courses is the lack of funds. 
Inflation has affected the budgets of medical schools 
so that they are dropping some non-essential serv- 
ices. However, the deans of some of the larger 
schools have commented favorably on the idea and 
may be in:a position to establish courses when they 
know how far the A.A.G.P. will go in supporting 
them. 

Once the financial problem is licked, the next 
step is to develop some pilot courses. Dr. Shroat 
plans to ask a few medical schools to conduct such 
courses in co-operation with his committee and a 
committee of the Association of American Medical 
Colleges. 

State chapter officers will be informed of develop- 
ments but they can help now by keeping their 
members informed and evaluating the extent of 
active interest for such courses among their mem- 
bers. The success of this program, similar to any 
other postgraduate course, depends upon the in- 
terest and support of the state and local chapters. 
Dr. Shroat asks for comments and suggestions from 
members particularly as to courses desired and 
points to be covered. 


St. Lovis AAGP Chapter Inaugurates 
Campaign for Tuberculosis Patch Test 


A CAMPAIGN to patch test all willing patients for 
tuberculosis was inaugurated the first of June by 
the St. Louis chapter of the A.A.G.P. with the co- 
operation of the St. Louis Tuberculosis and Health 
Society. 

Sixty-five per cent of the chapter membership 
have signified their willingness to participate. Non- 
member general practitioners of Greater St. Louis 
were also asked to co-operate with the chapter in 
this campaign. A large group of the doctors re- 
sponded favorably. 

Dr. Norton J. Eversoll, president of the St. Louis 
chapter, recently appointed the entire board of 
directors to serve as the St. Louis Chapter Tuber- 
culosis Committee. Dr. C. W. Schumacher is chair- 
man of the committee. 

The members of the Retail Druggists Association 
in St. Louis and St. Louis County serve as a clear- 
ing house for the free patch tests, patient instruc- 
tion pamphlets, and report cards for the doctor 
(furnished by the St. Louis Tuberculosis and Health 
Society). 

The druggists also serve as contacts to en- 
courage customers to request a Vollmer patch test 
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from a doctor. The St. Louis City and County 
Health departments have enthusiastically agreed 
to co-operate and have offered services of the munic- 
ipal health clinics for further work-up of a positive 
reactor if that individual cannot afford the neces- 
sary laboratory fee. 

The St. Louis Academy chapter reports that 
that city’s Tuberculosis and Health Society have 
been most helpful in an advisory and financial 
capacity and their assistance helped put the drive 
into effect. 


Magnuson Praises Session of General 
Practice Panel Held in Washington 


Tue recent panel on general practice held in Wash- 
ington, D.C., as a part of the President’s Commis- 
sion on Health Needs of the Nation was praised 
highly by the commission chairman, Dr. Paul B. 
Magnuson, in an address before the Medical and 
Chirurgical faculty of the State of Maryland in 
Baltimore. 

In his praise of the one-day panels held on gen- 
eral practice, specialization, and group practice, he 
said, “Without one ounce of exaggeration, they 
were the finest, most stimulating discussions of the 
subjects I have heard in 40 years of listening in at 
medical meetings.” 

holds were barred,” he continued. an 
example, on the second afternoon we had the gen- 
eral practitioners and the specialists come in and 
have at each other. You should have seen the fur 
fly.” 

The American Academy of General Practice 
was represented at the general practice session 
by Dr. Francis Hodges, A.A.G.P. member from 
San Francisco and member of the board of trustees 
of California Physicians’ Service, and Charles E. 
Nyberg, executive assistant from the Academy head- 
quarters office in Kansas City. 


New Committee Acts in Advisory Capacity 
To Hospital Care Financing Commission 


NINE experts in technical and administrative aspects 
of hospital care financing are now serving in an 
advisory capacity to the Commission on Financing 
of Hospital Care. The group is assisting in the 
selection and development of the commission’s re- 
search projects. 

The commission, which was established some 
time ago to study the costs of providing adequate 
hospital services and to determine the best systems 


at 


How this Small Country Store Helps 
Protect Your Recommendation of Carnation 


TOPANGA 


YOU’LL FIND this store a few miles up the coast from Santa Monica, 
California...where Topanga Canyon after winding through the 
mountains from the San Fernando Valley, meets the Pacific 
Ocean. And if you were to step inside, you’d see that it is well- 
stocked with Carnation...the only evaporated milk on the shelves. 


This could be any of so many country stores throughout America. 
The point is that no matter how small they are—nor how isolated 
—they almost certainly carry Carnation...often exclusively. 
Yes, Carnation Milk is everywhere. When you specify Carnation 


for an infant’s formula, you can be sure that the mother will be 
able to find it wherever she travels. 


Only Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1. Carnation is constantly improving the raw milk supply. Cattle 

from champion Carnation bloodlines are shipped to farmers all 

over America to improve the milk supplied to Carnation plants. 3 Sue 

2. Carnation accepts only high quality milk for processing. Carnation - DOUBLE-RICH in the food 
Field Men regularly check farmers’ herds, sanitary conditions, values of whole milk _ 
equipment — reject milk if it fails to meet its high standards. 

3. Carnation processes ALL the milk sold under its label. From cow a f vi inD : 

to can Carnation Milk is processed-with prescription accuracy- _ f vitamin D per pint 

in Carnation’s own plants under its own supervision. _ HEAT-REFINED for 

4. Carnation quality control continues even AFTER the milk leaves digestibility 4 
the plant. To be sure of freshness and highest quality, Carnation a a 
salesmen use a special code control in making frequent inspec- _ STERILIZED in the sealed 
tion of dealers’ stocks. 

5. Carnation Milk is available in virtually every grocery store in 

every town throughout America. 


“The Milk Every Doctor Knows” Se “from Contented Cows” 
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of payment for such services, is an independent 
agency financed by $500,000 in grants from several 
foundations. 

Members of the new technical advisory com- 
mittee, all from the East, held their first meeting 
March 21-22 in Philadelphia. The committee is 
formulating recommendations for study projects it 
believes the commission should undertake. 

Ray E. Brown of Chicago, Helen L. Bunge of 
Cleveland, Andrew T. Court of Detroit, Dr. H. B. 
Mulholland of Charlottesville, Va., George J. Per- 
rott of Washington, Dr. Carlton E. Wertz of Buf- 
falo, and C. Rufus Rorem, E. A. van Steenwyk, and 
Dr. James P. Dixon of Philadelphia comprise the 
committee. 

One of the Academy’s honorary members, Dr. 
Raymond B. Allen, who is chancellor of the Univer- 
sity of California at Los Angeles, is a member of 
the commission. 


Pulmonary Tuberculosis to Be Topic 
Of Saranac Lake Symposium This Month 


A TUBERCULOSIS symposium for general practition- 
ers will be held at Saranac Lake, N. Y., from July 14 
to July 18. This symposium, sponsored by the 
Saranac Lake Medical Society, will cover all aspects 
of the modern treatment of pulmonary tuberculosis. 

The speakers and moderators will include the 
clinical and research staffs of the institutions in 
the Saranac Lake area as well as private practi- 
tioners in the village. 

The symposium, which has been approved by the 
A.A.G.P. for formal postgraduate credit for its 
members, will be held during the mornings only. 
There will be elective activities during the after- 
noon. 

There will be a $15 registration fee. Physicians 
desiring to bring their families will find good ac- 
commodations and many recreational activities at 
Saranac Lake and its vicinity. 

Further information can be obtained from the 
Saranac Lake Medical Society, Box 707, Saranac 
Lake, N. Y. 


Memphis’ New Evening Clinic Offers 
More Active Intern Training Service 


A NEw evening clinic, designed to provide emer- 
gency medical services between the hours of 4:00 
p.M. and midnight, is now in operation in Memphis, 
Tenn. 

The city of Memphis, in conjunction with the 
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In the treatment of alcoholism with "Antabuse"... No. 4 of a series 


Can an "Antabuse"— 
alcohol reaction result 
from any other cause 
than the intake of 
alcoholic beverages? 


Yes. A reaction may be 

produced by any medicament 

or food in which alcohol is 

present, such as elixirs, 

certain tonics and cough 

remedies, wine sauces, etc. 

A reaction may also be caused 

by alcohol rubs as well as by 
# inhalation of alcoholic vapors. 


The above is typical of the countless questions 
received from the medical profession. Should you 
require further information regarding this or any 

other aspect of "Antabuse" therapy, please feel 

free to call on us. Descriptive literature is available 


Brand of specially prepared and highly purified tetraethylthiuram disulfide 


...a "chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gn., 
bottles of 50 and 1,000 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. «© Montreal, Canada 
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University of Tennessee, is conducting the clinic 
which began May 1. Interns and residents from 
the school, supervised by the school’s General 
Practice staff, are doing the work, thus providing 
an active intern training service and a more than 
ample source of clinical material. 

According to a report from Dr. Paul Williamson 
of the University’s General Practice Clinic, the 
General Practice staff is now carrying the responsi- 
bility for more of the total patient load of the medi- 
cal center than any other service. 


Rocky Mountain Cancer Conference 
To Be Held July 9-10 in Denver 


Tue sixth annual Rocky Mountain Cancer Con- 
ference will be held July 9-10 in Denver, Colo. The 
program, designed primarily for the general practi- 
tioner, will give the latest advances in the diag- 
nosis and treatment of cancer. 


In addition to lectures by eight distinguished ~ 


guest speakers, there will be an interesting, informa- 
tive roundtable luncheon discussion each day. 


Chiseling Practice Charge Made Against 
California Doctors Comes to a Showdown 


Tue California Physicians Service has been given 
notice by the Alameda-Contra Costa Medical Asso- 
ciation to identify the doctors accused of chiseling 
practices or publicly retract the charges. 

The ultimatum, written in behalf of 1,100 medi- 
cal men, came after a national magazine broke the 
C.P.S. chiseling story. It quoted the health plan as 
saying doctor-cheating was costing $1,000,000 an- 
nually. 

When the story first appeared, a C.P.S. spokes- 
man said that some—a small minority—of the Oak- 
land area’s doctors had been under investigation in 
the scandal. He said that cheating was found to be 
far more prevalent in the Los Angeles area and 
praised the standards of the Alameda-Contra Costa 
Medical Association and its maintenance of ethical 
standards. 

The medical association in its letter said, ‘“This 
association is interested in discipline of doctors by 
doctors in behalf of the public interest and has long 
been so. We have never received a complaint from 
C.P.S., specific or general, that there has been any 
cheating here.” 

**We demand therefore, that if there are cases of 
‘cheating’ perpetrated against C.P.S. by members 
of the Alameda-Contra Costa Medical Association, 
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those cases be presented to us for appropriate ac- 
tion. If no such cases are referred by C.P.S., it must 
be assumed that this reflection on the local pro- 
fession was unfair, and therefore a retraction by 
C.P.S. of the implications of cheating is in order and 
expected.” 


Half of Michigan Hospital General 
Practice Section Are Academy Members 


Tue A.A.G.P. is well represented in the depart- 
ment of general practice at St. Joseph Mercy Hospi- 
tal of Ann Arbor, Mich., with seven of the 14 gen- 
eral practitioners being Academy members. 

The section’s first task after its organization in 
1951 was to have its members prepare and present 
original papers. The round of doctors and their 
papers presented to the group are: 

Dr. Joseph Fisher, Chelsea (member), ‘‘Influ- 
enza, Diagnosis, Prophylaxis and Treatment.” 

Dr. G. T. Clements, Ann Arbor, ‘“The Cardiac.” 

Dr. J. S. DeTar, Milan (member), “Report on 
Convention of Academy.” 

Dr. George Fink, Ann Arbor, “The Alcoholic.” 

Dr. Carl Frye, Ann Arbor, “The Development 
of Modern Medicine Since 1890.” 

Dr. E. C. Ganzhorn, Ann Arbor (member), 
‘Heroic Experiences of the Coroner.” 

Dr. M. R. Hanum, Milan (member), “The Hy- 
pertensive Patient.” 

Dr. Robert Ideson, Ann Arbor, ‘“The Rh Factor.” 

Dr. H. Miller, Saline (member), ‘The Endo- 
crine Problem.” 

Dr. C. H. Ross, Ann Arbor (member), “‘Revolu- 
tions in Medicine Since the Time of Hippocrates.” 

Dr. W. E. Schumacher, Ann Arbor, “Arthritis.” 

Dr. C. J. Westover and Dr. Ensign Clyde, 
Plymouth, “The Pneumonias.” 

Dr. Gordon Prout, Saline (member), “Malignan- 
cies of the Lower Colon.” 


Large Attendance at Meeting of Canadian 
General Practice Section in Toronto 


At divisions in Canada except Saskatchewan and 
Prince Edward Island were represented at the meet- 
ing of the executive of the Canadian Medical Asso- 
ciation Section of General Practice held recently in 
Toronto. 

The importance of organizing general practice 
staffs in hospitals, setting up scholarships for hope- 
ful young general practitioners, and planning a 
definite program for the best general practice train- 


There was an old man of Tobago, 
Who lived on rice, gruel, and sago; 
Till, much to his bliss, 
His physician said this— 
“To a diet of Gerber’s you may go.” 


The first thing you can count on for 
your geriatrics patients is the dietary 
standard of Gerber’s Strained Foods. 
They’re low in crude fiber, fat, and 
seasonings. They’re all carefully 
processed to retain high nutritional 
values. 

Then they’re appetizing as well, 
with tempting true color and true 
flavor. Conveniently pre-cooked and 
packed in sizes that are ideal for 
individual use. 

As further encouragement in fol- 
lowing your diet recommendations, 
Gerber’s offer their 44-page Special 
Diet Recipes booklet to help give 
pleasing variety to Bland, g2me 
Soft, Mechanically Soft, and ,ga 
Liquid Diets. =: 


FREE COPIES of Gerber’s “Special 
Diet Recipes”! Write on your letter- 
head to Dept. 107-2 Fremont, Mich. 


OVER 50 VARIETIES: Cereals, Strained and 
Junior Meats, Vegetables, Fruits, Desserts 
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ing was stressed in speeches by some of the leading 
physicians in Canada. 

Dr. Harcourt Church, president of the Canadian 
Medical Association, and Dr. Harris McPhedran, 
chairman of the Council for the C.M.A., gave ad- 


dresses of welcome. 


Independence Physician Receives Greater 
Kansas City Chapter’s Achievement Trophy 


Tue Greater Kansas City chapter’s trophy of 
achievement was presented to an Independence, 
Mo., general practitioner, Dr. C. H. Allen, at a 
recent Academy dinner meeting in Kansas City, 
Kas. 

When the trophy was presented to the chapter’s 
**Practitioner of the Year” the honoree said that in 
his 38 years of practice most of his cases were typi- 
cal of a family doctor’s day-by-day routine. 

However, he did recall those times when he used 
a handcar on the Chicago and Alton tracks to get 
to farm homes when mud mired the roads. 

At the meeting where the award was presented, 
the A.A.G.P.’s executive secretary Mac F. Cahal 
was guest speaker. 

Mr. Cahal told his audience that a survey, based 
on interviews, showed patients seek physicians who 
will center attention on them and their illness. He 
said doctors need to show friendship and sympathy 
so that the patient does not feel that he is an out- 
sider to his own illness. 

An election of officers completed the evening’s 
activities. Dr. Paul O’Connell was elected president 
to succeed Dr. Paul Quistgard. The other officers 
are Dr. Jesse Rising, president-elect; Dr. Richard 
R. Becker, secretary; and Dr. Mary Cortner, treas- 


urer. 


Doctors Wives’ Gripes Bared on Panel 
During Pennsylvania Chapter Meeting 


It’s 1nEviTaBLE. Whether it’s the country or city 
doctor, none of them have very much time to spend 
with their families. 

This truism was borne out in a panel discussion 
among four of the “sometimes forgotten” women, 
the doctors’ wives, in Bedford Springs, Pa., during 
the Pennsylvania chapter’s fourth annual conven- 
tion. 

Giving the little women a chance to speak their 
minds on what it’s like to have a doctor for a 
husband fell to Mrs. J. Herbert Nagler of Philadel- 
phia, Mrs. William A. Perer of Pittsburgh, Mrs. 
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Ants in the Printers’ Plants 


TIP FOR TOPERS 


THE aging physician still takes house calls in 
the daytime, but accepts no souse calls at 
night.—Wellsville (Vt.) Palladium. 


ACHIEVEMENT 


THE commanding general’s 13 staff officers, 
each an expert in his line of work, are the 
people that make the division sick.—Nepessing 
(Ind.) Journal. 


Miss MarGareET SOULE is recovering from an 
operation performed decently.—Silver City 
(N.M.) Enterprise. 


BORN SMART 


Born at St. Joseph’s, the three doctors became 
interns there the same day.—Elmira (N.Y.) 
News. 


RESTLESSNESS 


Miss STERLING, a patient in the hospital, re- 
ported the loss of a stimulated earring Thurs- 
day.—Fostoria (Wyo.) Star. 


THEY'LL DO IT 


Two months after her discharge from the hos- 
pital, Mrs. Zielinski was again hospitalized 
with pans in her abdomen.—Castalia (Calif. 
Crescent. 
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76.6% of patients 
preferred 


for 


relief 
of 


pruritus 


In a recent study? of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports?*, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of Eurax Cream that were 
again confirmed include: 


V. Prolonged effect lasting up to 8 hours or more. 
No loss of effect on continued use. 


Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 
of antibiotics. 

Eurax Cream* (brand of crotamiton cream) contains 10% 


N-ethyl-o-crotonotoluide in a vanishing-cream base. 

Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 
Bibliography 1. Hitch, J. M.: North Carolina M, J, 12:548, 1951. 

2. Peck, S. M., and Michelfelder, T. J.: New Ae State J. Med. 50:1934, 1950. 

3. Couperus, M.: J. Invest. Dermat. 13:35, 

4. Soifer, A.: Quart. Rev. Int. Med. & oho rr 1951. 

5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 

*U.S. Pat. $2,505,681. 
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GEIGY PHARMACEUTICALS 
Division of Geigy Co., Inc. 
220 Church St., New York 13, N. Y. 
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Joseph J. Bellas of Farrell, and Mrs. Benjamin 
Schneider of Danville. (Dr. Schneider is president 
of the Pennsylvania chapter.) 

A sore spot in most households—hubby not get- 
ting home on time for meals—was a chief topic. 

Mrs. Nagler said her husband is always home for 
a 6:00 p.m. dinner. But the maid gets the credit, she 
added hastily, because “‘if dinner should be held up 
more than ten minutes we’d have to look for 
another maid.” 

All the commotion of rush breakfasts, skipped 
lunches, and cold dinners mystified Mrs. Schneider. 

“My husband is rarely late for any meal,” she 
explained. “He always eats on time and if he should 
be late he never fails to notify me.” 

At this point in the discussion, the only man in the 
group, Dr. Gabriel Schwarz, University of Pennsyl- 
vania psychiatrist, who was acting as moderator, 
was goggle-eyed. 

Tell me,” he asked Mrs. Schneider, “is your 
husband dead?” 

Dr. Schneider got the brunt of most of the 
humorous situations. His son rose from the audience 
and posed the question: 

*In another month Ill be 16 and get my driver’s 
license. But we have only one car and my father 
says he must have it all the time because he’s 
always on call. 

**What I want to know is: How am I ever going to 
be able to use my driver’s license if I don’t have a 
car?” 

The panel group refrained from answering and 
tossed that problem into Dr. Schneider’s lap. 

It proved to be a toss-up between the city and 
country doctors’ wives as to which husbands had 
the least time to spend at home. 

All of the wives agreed they have quite a problem 
getting their husbands and children together. 

The unanimous statement that they usually have 
family get-togethers on the doctors’ day off, brought 
a snort from Dr. Schwarz. 

“I see more doctors in the hospital on their day 
off than I do when they’re supposed to be there,” 
he retorted. 

Mrs. Perer was distressed about the habit of 
having all the doctors in one room and the wives in 
another when they’re at a social gathering. 

*“Oh, I know the answer to that,” Dr. Schwarz 
declared. ““That’s known in hematology as agglutina- 
tion.” 

Other pet peeves voiced by the wives are the 
constant ringing of the telephone, especially at 
night, and the constant seekers of free advice. 
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The headaches that come from having a doctor 
in the family get the same treatment (according to 
the panel) that the physician so often gives his 
wife when she’s ill: “Don’t let it bother you; you’ll 
get over it.” 


Medical News in Small Doses: 


Top positions in two medical societies are held by 
North Carolina Academy members, Drs. G. Grady 
Dixon of Ayden and Robert Walker, Health Officer 
at Rocky Mount. Dr. Dixon was recently named 
president-elect of the Tri-State Medical Society and 
Dr. Walker is the new vice-president of the Edge- 
combe-Nash County Medical Society. ... Dr. P. B. 
Wiltberger of Columbus, as chairman of the section 
on General Practice, presided at a special session 
held during the annual meeting of the Ohio State 
Medical Association in Cleveland. ... A southern 
white hospital announces the appointment of a 
Negro physician to its medical staff. In extending 
staff privileges to Dr. Aubrey W. Henry and assign- 
ing him to care of Negro patients, Mount Sinai 
Hospital in Miami Beach, Fla., has made one of the 
first such appointments in the South. . . . Dr. Edgar 
G. Cochrane of Detroit, Mich., has been elected 
chief of the general practice department of the staff 
of the Highland Park (Michigan) General Hospital. 
... Another Detroit physician, Academy member 
Edwin H. Fenton, who is chairman of the Medical 
Service Bureau Committee of Wayne County Medi- 
cal Society, has been urging Detroit doctors to give 
their opinion on how to improve that city’s emer- 
gency call service. ... In his first major speech as 
Academy president, Dr. R. B. Robins warned that 
the presidential seizure of the steel plants “is closer 
to socialism than we ever realized.” Dr. Robins was 
guest speaker at the National Association of Chain 
Drugstores convention in Hollywood, Fla., in April. 
..» New York physicians attending the course in 
major problems in adult heart disease at Buffalo 
May 20-21 received postgraduate study credit from 
the New York chapter of the A.A.G.P. Dr. Irving 
S. Wright, president-elect of the American Heart 
Association, was visiting lecturer. . . . A five-day 
postgraduate course in “Diagnosis in Internal 
Medicine with Emphasis on Physical Diagnosis” 
will be given at the University of Colorado School 
of Medicine July 21—25. Five outstanding physicians 
will comprise the faculty for the course. Academy 
members will receive postgraduate study credits for 
attending the session. 
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put the entire 


Atlantic City Assembly 


mm your own library! 


—outlines of all lectures and 
scientific exhibits of the Fourth 
Annual Scientific Assembly, 
now available in book form 


as a permanent record 


If you couldn’t get to Atlantic City, last March, you can 
now do the next best thing. We have reduced to outline 
form every lecture and every scientific exhibit presented at 
that meeting. They have been printed and bound into 
a plastic backed book entitled “ABSTRACTS.” With this 
een in your book case, you will have the “meat” of this 
entire Assembly instantly available for reference, for years 
to come. 


@ What can you do for a chronic alcoholic? 


Here is the sound guidance of the nation’s top 
authorities. 


@ Need a refresher on obstetrical anesthesia ? 


Read George Thomas’ complete and concise lecture 
on the subject—study a dramatic exhibit on pudendal 
block. 


@ Hazy on what “General Adaptation Syndrome” means ? 


Hans Selye and Jerome Conn explain theory and 
cross-opinions during the panel 
iscussion, as well. 


@ What can you do for the “sterile” couple? 


Read what Greenblatt said . . . what the Williams 
exhibit showed. 


@ Are Teen-agers a frightening enigma? 


Spurgeon English provides the key, in lecture and 
exhibit. 


And so on—through four days of rich, usable new knowl- 
edge. It’s all in “ABSTRACTS.” Dr. Ralph Marsicano 
and Dr. T. E. Rardin have done an amazing job of editing 
all this material into compact, easily readable outline form— 
without sacrificing a single nugget of valuable informa- 
tion. There is nothing else like it in all medical literature. 


PROFUSELY ILLUSTRATED 


The book is replete with pertinent illustrative material— 
charts, diagrams, clinical photographs and _step-by-step- 
rocedure drawings. In many instances, an entire exhibit has 
en presented photographically, with a minimum of editorial 
copy. 


QUANTITY LIMITED 


Because the Academy has no provision for absorbing the cost 
of unsold books, we have made an EXTREMELY CONSERV- 
ATIVE estimate of the number of copies to print. So 
there won’t be enough for everybody—but we will fill orders 
as long as the supply lasts. 


COPY 


CHECK WITH ORDER, PLEASE 


Since the price covers only produc- 
tion and mailing costs, we ask your 
help in avoiding bookkeeping ex- 
pense. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


406 W. 34th St., Kansas City 2, Mo. 
Enclosed is my check for $___ for which please send 
me ____ copies of “ABSTRACTS” at $3.00 per copy. 


NAME 


ADDRESS 
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Action 


Sugar-coated outer layer of pentobarbital 
# induces sleep quickly combined for lower individual dos- 


age, higher safety; both destroyed 
in liver—suitable for patients with 
renal disease*** 


Sateen middle layer of butabarbital 
sodium MAIHHUII} goes into action later, to 
maintain sleep till morning 

Enteric-coated inner layer of desoxyephedrine 


amphetamine with a minimum of 
HCl aE assures morning alertness P 


exerts twice the central effect of 
} peripheral side effects* 


Each somNnaveEx® tablet contains: 1. Council on Pharmacy and Chemistry, Ameri- 

can Medical Association: New and Nonofficial 
Remedies 1951, Philadelphia, J. B. Lippincott 
Butabarbital Sodium 30 mg. (1/ 2 gr.) Company, pp. 236, 240. 2. Dripps, R. D.: 


d-Desoxyephedrine Hydrochloride 5 mg. (1/12 gr.) .M. 8. Douglas, H. S.: West. 
1 

SUPPLIED: Bottles of 100 and 500. y 

*Trademark of The Central Pharmacal Co. 
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LCHICINE 
with 
GOUTY ARTHRITIS tual 


@ The specific effect of colchicine in relieving pain of 
Each NEOCYLATE* with gout 
COLCHICINE Entab* contains: 


Sodium Salicylate . 0.25 Gm. (4 gr.) @ The specific effect of salicylate in augmenting urate 
Acid ... 0.25 Gm. (4 gr.) excretion 
Ascorbic Acid .... 20.00 mg. (1/3 gr.) 
Colchicine 0.25 mg. (1/250 gr.) @ The specific effect of para-aminobenzoic acid in rais- 


SUPPLIED: Bottles of 200, 500, ing the salicylate blood level 


@ The specific effect of ascorbic acid in preventing 
depletion of vitamin C blood levels by salicylate 


THE CENTRAL PHARMACAL COMPANY seymour, tndiana 


Products Born of Continuous Research 


*Trademark of The Central Pharmacal Co. 
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NEWS FROM THE STATE CHAPTERS 


Tue Indiana chapter announced a total registra- 
tion of 405 persons at its fourth annual scientific 
session which was held April 15-16 in Indianapolis. 
Dr. William R. Tindall of Shelbyville was named 
president-elect and Dr. Russell J. Spivey of Indian- 
apolis took over the duties of president for the new 
year. Dr. Clifford M. Jones of Whiting is vice- 
president and Dr. Norman R. Booher of Indian- 
apolis is secretary-treasurer. Drs. Booher and O. T. 
Scamahorn of Pittsboro continue as delegates to 
the A.A.G.P. Assembly. 

Eugene Pulliam, publisher of the Indianapolis 
Star-News and owner of radio station WIRE in 
Indianapolis, was guest speaker at a luncheon held 
during the meeting (see cué). 

The chapters of Jefferson, Lewis, and St. Law- 
rence counties in New York state merged to form a 
regional chapter for the North Country at a Teach- 
ing Day meeting May 22. 

As a result of conferences with the Albany (New 
York) county chapter, Dean” James Campbell and 
the committee on instruction of the Albany Medical 
College announce the establishment of preceptor- 
ships, elective to fourth year medical students, for 
the curriculum which begins July 1. 

The Pennsylvania chapter announces new officers 
who were elected in Bedford during the chapter’s 
fourth annual convention. Dr. Anthony T. Merski 
of Erie heads the chapter for the coming year and 
Dr. Charles K. Rose, Jr., of Allentown is president- 
elect. Dr. Creedin S. Fickle of Carlisle is vice- 
president, and Dr. Horace W. Eshbach of Drexel 


Hill was re-elected secretary-treasurer. Two new 
directors are Drs. Arthur Clateman of Pittsburgh 
and Joseph J. Bellas of Farrell. 

Dr. Edward F. Shaver of Tampa is the new presi- 
dent of the Florida chapter. At the recent meeting 
in Hollywood, Fla., Dr. R. R. Killinger of Jackson- 
ville was named president-elect, Dr. Paul J. Cough- 
lin of Tallahassee was elected vice-president; and 
Dr. Frank T. Linz of Tampa, secretary-treasurer. 

Delegates to the A.A.G.P. Assembly are Drs. 
Henry L. Harrell and Walter W. Sackett. New 
members of the board of directors are Drs. Elmer 
E. Leitner, Paul J. McCloskey, and L. Paul Foster. 

Fifty-eight members and guests of the Oklahoma 
county chapter recently attended the second of 
three yearly dinner meetings. Dr. J. J. Quilligan, 
associate professor of pediatrics at Southwestern 
Medical School of the University of Texas, was guest 
speaker at the meeting in Oklahoma City. The 
chapter now has 43 members. 

The spring clinical assembly of the Massa- 
chusetts chapter was held April 23 in Springfield 
with 11 leading physicians presenting the full-day 
program. The postgraduate program was rounded 
out with an after-dinner talk on narcotics by Dr. 
Jerome L. Leon, medical director of Riverside Hos- 
pital in New York City. 

Members of the program committee were Drs. 
Lynde Gately, chairman; Arthur C. Murray, John 
E. Leary, Norman Popkin, R. Emerson Sylvester, 
and Herbert A. Fenton. 

A general assembly of the North Carolina chapter 


Indiana chapter had a presidents’ roundup at a luncheon held during its fourth annual scientific session in Indianapolis. Seated 
left to right at the Speaker’s table are Dr. Maurice V. Kahler, a past president; Dr. Lester D. Bibler, A.A.G.P. vice-president and an 
Indiana past president; guest speaker Eugene Pulliam, publisher of the Indianapolis Star-News who gave the principal address; 
Dr. Clarence H. Rommel, retiring Indiana president; and Dr. Russell J. Spivey, the new president. 
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was held preceding the official session of the North 
Carolina State Medical Society, which convened 
May 5-7 in Pinehurst. Mac F. Cahal, the Academy’s 
executive secretary, attended this meeting and also 
addressed the North Carolina State Medical Society 
on May 6. 

North Carolina’s general practitioners have been 
invited to give scientific papers at the Southern 
Pediatrics Seminar which will be held at Saluda, 
N. C., July 14-26. 

A prolific program presented by 10 outstanding 
physicians of the country will be presented at the 
third scientific session of the Texas chapter Sept. 
15-16 in San Antonio. 

Members are invited to be in San Antonio a day 
early and be guests of the Bexar County chapter. 
Lecturers at the two-day session will be: 

Dr. Bert Dunfie, Peter Bent Brigham Hospital; 
Dr. C. F. Gastineau, Mayo Clinic; Dr. Conrad G. 
Collins, Tulane University School of Medicine; Dr. 
Gladys J. Fashena, Southwestern Medical School of 
the University of Texas; Dr. G. W. N. Eggers, Uni- 
versity of Texas School of Medicine; Dr. James A. 
Green, Baylor University College of Medicine; Dr. 
J. M. Maas, Eli Lilly Research Laboratories; Dr. 
Arthur G. Schoch, Southwestern Medical School; 
and Dr. Philip Thorek, University of Illinois Medi- 
cal School. 

Twenty-four Texas general practitioners received 
six hours postgraduate credit by attending the sec- 
ond annual all-day postgraduate session of the 
Valley (Texas) chapter in Laredo. Total attendance 
was 45. 

The Dallas (Texas) chapter is working with Bay- 
lor University in organizing a general practice sec- 
tion of the staff at the University hospital. 

The Gulf Coast (Texas) chapter has Dr. Robert 
Sigler of Corpus Christi as new president. Dr. Dan 
Clark and Dr. Mary Ghormley, also of Corpus 
Christi, are president-elect and secretary-treasurer, 
respectively. 

Two hundred twenty-five general practitioners in 
Washington attended a banquet in Seattle which 
honored graduating students at the University of 
Washington School of Medicine. The banquet was 
a finale to a day-long refresher clinic held at the 
medical school under the sponsorship of the Com- 
mittee on Postgraduate Medical Education and the 
Washington chapter of the A.A.G.P. Lectures on 
obstetrics and pediatrics, and demonstrations and 
symposia on anemia and the basic sciences were in- 
cluded in the program. 

The 1952-53 series of weekly postgraduate 
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studies sponsored by the Illinois chapter and con- 
ducted by the faculty members of the five medical 
schools in Illinois are announced. 

Under the Illinois plan, a weekly series of inte- 
grated lectures and clinics of two-hour duration 
will be given from October through April. They will 
begin October 8 and continue through November 
12; resume again March 25, 1953 and continue 
through April 29. Certificates will be issued on 
completion of the course for 30 hours’ credit. The 
fee is $35 for members and $75 for nonmembers. 

The course will be conducted at 12 different 
locations throughout the state. The entire series 
is given at each location during the year. The cities 
and registrars for the course are: 

Chicago: M. I. Shapiro, M.D., 6700 S. Wentworth. 
Belleville: W. H. Walton, M.D., 109 S. High St. 
Carbondale: J. W. Tidwell, M.D., Herrin 

Peoria: C. R. Smeith, M.D., 1103 Main St. 
Bloomington: T. S. Cumming, M.D., Heyworth. 

St. Charles: J. C. Garland, M.D., 102 N. Spring St., 

Elgin 
Joliet: A. G. Bustin, M.D., 86 West Jefferson St. 
Kankakee: H. C. Andrews, M.D., Clifton. 

Rockford: B. E. Bolotoff, M.D., 305 S. Main. 
Alton: D. M. Roberts, M.D., Alton Banking and Trust 

Bldg. 

Danville: S. Halpern, M.D., Temple Bldg. 
Elmhurst: R. L. Reynolds, 9571 Franklin, Franklin 

Park. 


The highlight of the sec- 
ond annual meeting of the 
Hawaii Territorial chapter, 
which was held April 30 at 
Lau Yee Chai, was the pres- 
entation of charters to the 
Honolulu and Kauai chap- 
ters. Dr. Leslie Vasconcellos 
was re-elected president of 
the Territorial chapter. Other 
officers now are Dr. John Devereux, vice-president; 
Dr. Alvin Majoska, secretary, and Dr. Martin 
Lichter, treasurer. New directors are Drs. Robert 
Millard, Samuel Wallis, John Felix, R. J. McArthur, 
William Walsh, and Archie Orenstein. Dr. Felix is 
president of the Honolulu chapter and Dr. Wallis 
heads the Kauai group. Seventy general practition- 
ers attended the meeting. 

Dr. Harry E. Murry of Texarkana took over as 
president of the Arkansas chapter at its fourth 
annual meeting on April 20 in Little Rock. He 
succeeded Dr. M. D. McClain of Little Rock. Other 
new officers are Dr. Ralph G. Kramer of Ft. Smith, 
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date in a matter of hours. 


In nonspecific diarrheas, Arobon serves well as 
the sole medication—in all age groups. In infectious 
dysenteries when specific chemotherapeutic or anti- 
biotic agents may be required, it provides valuable 
adjuvant therapy, reducing the time required for 


recovery by as much as two-thirds.! 


1. Plowright, T. R.: The Use of Carob Flour (Arobon) in a Controlled 
Series of Infant Diarrhea, J. Pediat. 39:16 (July) 1951. 


Arobon is available in five ounce bottles through your local pharmacy 


THE NESTLE COMPANY, INC., White Plains, New York 


GP e Volume VI, Number 1 


x 
a 
AS 
= 
. 
ok 
LAS 
; 


president-elect; Dr. James M. Kolb of Clarksville, 
vice-president; and Dr. C. R. Ellis of Malvern, 
secretary-treasurer. Delegates to the A.A.G.P. As- 
sembly are Drs. L. H. McDaniel and Fount Richard- 
son. 

One hundred fifty Arkansas general practitioners 
attended the meeting. Scientific lectures were given 
by Dr. Edmund A. Smolik of St. Louis, Dr. Forrest 
Henry, Dr. Ellery Gay, and Dr. Elbert H. Wilkes, 
all of Little Rock. At the banquet, Judge J. L. 
Shouse of Harrison was guest speaker. Academy 
president Dr. R. B. Robins installed the new offi- 
cers. 

The annual meeting of the Maine chapter is 
planned for October 15 in Portland. At a recent 
meeting held in Waterville, five topics of special 
interest to the general practitioner were discussed 
by chapter members. The topics were control of 
pain in childbirth, bleeding in pregnancy, a school 
health program, industrial problems of the general 
practitioner, and highlights in the life of a general 
practitioner. 

Sixteen leading physicians in Virginia presented 
scientific papers at the second annual scientific 
meeting of the Virginia chapter May 8-9 in Roa- 
noke. 

At the May 8 program, Drs. Charles H. Petersen 
of Roanoke, Waverly R. Payne of Newport News, 
Vernon W. Lippard of Charlottesville, J. Asa 
Shield, William R. Jordan, Edward E. Haddock, 
Charles M. Caravati, and Kinloch Nelson, all of 
Richmond, lectured. Dr. Ira L. Hancock, immedi- 
ate past president of the chapter, and Dr. W. L. 
Powell were moderators of the panel discussions. 

Two Charlottesville physicians, Drs. Charles B. 
Morton, Jr., and J. Hamilton Allan, spoke at the 
opening session May 9. Other lectures of the day 
were given by Drs. G. A. C. Jennings, Austin I. 
Dodson of Richmond, William Parson and J. Ed- 
win Wood, Jr., of Charlottesville, and James C. 
Gale of Roanoke. Drs. James L. Hamner and James 
D. Hagood were moderators. 

A total registration of 292—154 physicians—at 
the meeting is reported by the chapter. President- 
elect is Dr. Brewster A. Hopkins of Stuart. Dr. 
Richard M. Reynolds of Norfolk was elected vice- 
president and Drs. W. Linwood Ball of Richmond 
and Clifton R. Titus of Bedford, were re-elected 
secretary and treasurer, respectively. All new offi- 


cers, including Dr. Edward Haddock, who will be 
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president for the new year, will take office in 
October. 

Directors, who will begin terms of office in Octo- 
ber are Drs. John J. Neal of Danville and Charles 
W. Warren of Upperville. Dr. Harry M. Frieden of 
Norfolk was re-elected to another term. The Vir- 
ginia chapter again will be represented at the 
A.A.G.P. Assembly by Dr. Mary Elizabeth Johnston 
of Tazewell. Dr. Ball was elected general chairman 
of the Virginia Annual meeting for 1953 and was 
directed to appoint his own business manager. The 
meeting next year will be May 7 and 8 in Richmond. 

The Virginia board of directors unanimously 
voted to invite the Virginia chapter of the American 
College of Chest Physicians, as well as the Diabetes 
Association, to schedule their annual meetings to 
coincide with the Virginia chapter meeting in the 
future and to integrate their programs with those 
of the Academy, if they so desire. 

Dr. William F. Wagenbach of St. Louis is the 
new president-elect of the Missouri chapter. He 
was elected during the chapter’s convention in 
Jefferson City. Other new officers are Dr. Kenneth 
Glover of Mt. Vernon, president; Dr. W. W. Till- 
man of Springfield, vice-president; and Dr. P. V. 
Siegel of Smithton, secretary-treasurer. The new 
board of directors is composed of Drs. Gordon 
Stauffacher, Sedalia; Paul Baldwin, Kennett; Wat- 
kins Broyles, Bethany; and Jesse Rising, Kansas 
City. 

Dr. Bayard T. Horton, medical consultant of the 
Mayo Clinic, was guest speaker at a recent meeting 
of the St. Louis (Missouri) chapter. The title of his 
talk was “Headache: General Considerations.” 

The Georgia chapter, in co-operation with the 
Georgia Medical Association and Emory University 
School of Medicine, is offering two postgraduate 
courses this fall at the University. A course on gen- 
eral medicine and surgery is scheduled for the week 
beginning October 6, and a course on cardiology 
will begin the week of October 20. Approximately 
one hundred physicians are expected to enroll in 
each course. 

October 28-30 are the dates for the New England 
Postgraduate Assembly which will be held in Bos- 
ton. This year a specific effort has been made to 
adapt the program to the needs of general practi- 
tioners. The co-ordinating committee of the New 
England chapter of the A.A.G.P. is helping with 
the program planning. 
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PRESIDENTIAL ADDRESS 


PRESENTED BY J.P. SANDERS, M.D., TO THE CONGRESS OF DELEGATES AT THE 


FOURTH ANNUAL SCIENTIFIC ASSEMBLY AT ATLANTIC CITY, NEW JERSEY, 1952 


Tuis is the first opportunity I have had to thank the 
Congress of Delegates for electing me president. If I 
have been a good one, you are to be complimented. If I 
have been bad, you are to blame. But, in either case, I 
doubt seriously if you can do anything about it at this 
late hour. 


Duties of the President 


Our executive secretary has ruled that the president 
has no official duties. The retiring president last year 
went into detail about the president being a “front” man 
for the Academy. The only official duty I have done this 
year so far was to close last year’s assembly. I will open 
the new one tomorrow. That will complete my official 
duties as president. Therefore, most of my work during 
the past year has been acting as a “front” for the 
Academy. I have enjoyed this immensely, and the re- 
ception I have been given all over the country has been 
ostentatious. 

I have traveled approximately 57,000 miles during my 
incumbency, and about 70,000 miles for the Academy 
before I took office, a total of approximately 127,000 
miles. In all, I have visited twenty state chapters and 
innumerable regional chapters. I have made talks at five 
national organizations, twenty-two state, nineteen local, 

and several regional meetings, a total of approximately 
fifty speeches. I was on the A.M.A. programs at both 
Atlantic City and Los Angeles. I appeared before the 
American Hospital Association in St. Louis as a repre- 
sentative of the Academy, and on the Southern Medical 
Association’s program in Dallas. I attended the Rural 
Health Conference last year in Memphis, and just last 
week, I was a guest speaker at the Dallas Southern 
Clinical Society. I have attended five Executive Com- 
mittee meetings, two in Atlantic City, one in Chicago, 
one in Los Angeles, and one in Evansville, Ind. I have 
also been present at all three Board of Directors meet- 
ings, including the last day of the assembly in San 
Francisco, and the one here last Friday. I have pre- 
pared twelve President’s Messages for GP. Some of these 
have been pep talks on the Academy; some have been 
very controversial subjects which would provoke dis- 
cussion. There have been numerous articles (and pic- 
tures of me) in newspapers and magazines about the 
work I was doing. 

Most of the talks I have made on state and local levels 
have been in the form of pep talks to those groups on the 
general practitioner and the American Academy of Gen- 
eral Practice. The other talks have been on the workings 
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of the Academy. The two talks before the A.M.A. were 
on diet and nutrition from the general practitioner’s 
viewpoint. 

In addition to this, I have carried on a considerable 
amount of correspondence, both official and otherwise, 
with members and officers of the Academy, other organ- 
izations, and individuals. Many of these letters were 
addressed to me as president because the writers felt 
that in that capacity, I was the head of the organization. 
Frequently, this correspondence was passed on to other 
members for action. I tried to answer the complaints and 
criticisms as best I could. In many cases, these were set- 
tled satisfactorily to everybody concerned. 


Interesting Sidelights and Experiences 


In getting around to so many meetings in the shortest 
time, with the idea in mind of being away from my prac- 
tice as little as possible, it was necessary to fly to most of 
them. In completing these heavy schedules, a number of 
amusing and fascinating incidents occurred. I shall at- 
tempt to enumerate a few of them: 

After being delayed about twelve hours in leaving Bir- 
mingham after one of their fine meetings, one of our 
engines “‘conked” out over the Mississippi swamps. We 
finally limped back into Jackson, Miss., not knowing 
whether we would get in safely or not. Some of us finally 


4 
{i 
4 
123 


Your patients will be grateful for the itch-relief they get 


NEW... Anusol Unguent for external use 


Patients with hemorrhoidal and similar condi- 
tions invariably have a persistent itch in the anal 
sector. To relieve this trouble, Anusol Unguent 
is now available. 

Containing the same ingredients as the Sup- 
positories, this new ointment provides prompt, 
prolonged relief. It is safe, convenient, stable, and 
not smelly or sticky. 

You may prescribe Anusol Unguent with the 
same confidence you have always had in Anusol 
Suppositories. 

Anusol Unguent is supplied in 1-oz. tubes. 
Samples and literature on request. 


Anusol 


SUPPOSITORIES * UNGUENT 


WILLIAM R. 


MANY SKIN AILMENTS 
RESPOND TO ANUSOL 


Prompt relief from ir- 
ritation, burning and 
itching is afforded by 
Anusol Unguent. It re- 
duces inflammation, con- 
gestion and swelling. Its 
mild, astringent, antisep- 
tic action hastens healing. 
General indications: 

Acne vulgaris 

Herpes simplex 

Drug rashes 

Ivy poisoning 

Sunburn 

Burns, abrasions, 
scalds 


WARNER 


DIVISION OF WARNER-HUDNUT, INC. »« NEW YORK 11, N. Y. 


GP « Volume Vi, Number 1 


i : EE 4 
DA 


hired a car and drove on the rest of the way to Shreve- 
port. 

In trying to reach Richmond, Va., for a banquet at 
their Academy meeting, I was grounded in Knoxville, 
Tenn., got to Richmond at midnight, and to make a 
perfectly bad day worse, my bag was in Washington. 

In leaving Ann Arbor, Mich., for Rochester, Minn., I 
arrived at the airport ready to board my flight, only to 
find it had been cancelled the day before. 

In Rochester, the banquet was held at the Country 
Club. They had made reservations for 200 people, and 
322 showed up. They ran out of liquor, food, and silver- 
ware. The only thing they had plenty of that night was 
speakers—Dr. Walter C. Alvarez and myself. 

In Jackson, Miss., I played second fiddle to Bobby 
Robins. But this happened on other occasions as well. 
The most recent—I was invited to speak before the 
American Association of Chain Drug Stores at their 
biennial convention in Hollywood, Fla. In fairness to the 
association, I explained that I would be out of office by 
that time. The original host explained that that was 
satisfactory. About two weeks later, another officer of 
the organization cancelled the invitation with the state- 
ment that Bobby Robins had been invited instead. 

I think the most amusing incident happened in Flor- 
ida. I attended their state meeting at Silver Springs, and 
had really had a good time. But I was finally escorted out 
of town by a State Policeman, the only time this has 
ever happened to me. 

I saw the great Texas group raise $4,000 for the 
Building Fund in “nothing flat.”” The Shamrock Hotel 
was a marvelous meeting place. One of the Houston doc- 
tors told me that if we would bring the headquarters of- 
fice to Houston, they would erect for us a half-million- 
dollar building gratis. I think we should go to the Sham- 
rock Hotel sometime for our national meeting. 

One of the fabulous experiences I had during the year 
was my two-day stay in the three-million-dollar home of 
the John R. Fowlers in Spencer, Mass. It is worth a trip 
to Massachusetts for any of you to see this home. But I 
paid for it. In gratitude Dick Fowler failed to get me a 
hotel reservation in Boston, where the meeting was held, 
and I had to sleep on a cot in the lobby of his suite. 

In trying to get back from Boston after the banquet 
that night, and to Evansville, Ind., the next morning by 
9:00 a.m., I got into Chicago too late to go to a hotel, and 
slept on a bench in the airport. The next morning, I was 
feeling very sorry for myself, but when Bill Hildebrand 
drove in, after an all-night ride, and Dr. Bryner flew in 
an hour late from Salt Lake City, after being up all 
night, I felt much better. We all had to take the same 
plane out to Evansville, having had no sleep, no bath, 
and no shave. We three were a motley mess. 

It was my pleasure to appear on the same program 
with Senator Dirksen in Chicago, and Senator Bennett 
in Houston. 

One of the big thrills I had was to speak at the Old 
Orchard Country Club to the Maine group at Old Or- 
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chard, Maine, and see where Lindbergh took off on his 
historic flight in 1927. 

It was also my pleasure in Columbus, Ohio, to attend 
not only a great meeting and see a great group at work, 
but to visit in the home of Tom Rardin and see the team 
of Rardin and Lindner at work. This team of program- 
makers is a marvel to see in action. 

In leaving some of the lighter sides of my trips, I must 
mention what a delight it was to see great chapters like 
New York, California, Texas, Illinois, and Ohio doing 
huge jobs. It was of equal pleasure to see smaller state 
chapters like Georgia, North Carolina, South Carolina, 
Mississippi, Virginia, Minnesota, Florida, Alabama, 
Maine, Arkansas, Massachusetts, Tennessee, New Jer- 
sey, Louisiana, and Oklahoma doing “bang-up” jobs 
that would make any state medical society sit up and 
take notice. Certainly, I had the feeling after visiting all 
these groups, that the case of the general practitioner 
was in good hands. I thrilled at their enthusiasm. 


The Cost of Being President 


During my term of office, I have been asked many 
times if the sacrifice was not great. I want to assure you 
that in many respects it is. First of all, I have spent about 
one third of my time away from the office. Except for 
my son, who tried to carry on while I was away, I would 
have lost at least one half of my patients. 

I have been out about $5,000 of my own money 
above the $2,500 that I have spent of the Academy’s 
and state chapters’ money. My own expense included 
half pay of a full-time secretary. It has included tele- 
phone calls, telegrams, stationery, stamps, and other 
items too numerous to mention. I have lost around 
$10,000 in practice during the year. Probably the 
worst of all has been the “‘cussing-outs” I have had to 
take from a few disgruntled members, who were dissatis- 
fied about how the Academy was being run. I realize 
there are a few “‘soreheads” in every organization; they 
have to get it off their chests. But why blame it on the 
president, when he has no official authority or duties? 

However, I think I would leave the wrong impression 
if I stopped this discussion with the cost. The compen- 
sations have been enormous, far outweighing all costs, 
regardless of what they might be. The thousands of 
friends I have made over the country, including most of 
you in the Congress, is a great asset in itself. The good 
will I have been shown by friends everywhere has been 
incomparable. The hospitality which has been demon- 
strated on every occasion is beyond compare. The pres- 
tige shown toward the general practitioner wherever I 
have been has been a compensation well worth while. In 
my estimation, there can be no higher honor than to 
serve as president of this remarkable organization. 


Progress We Have Made 


In some respects this year’s assembly may be called 
our first “homecoming.” It was almost five years ago 
that 108 of us met here on the top floor of the Claridge 
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Hotel to organize. At that time, very few knew anyone 
else in the group. It was an enthusiastic group and made 
up of men who wanted to go places and do things. By 
the end of the week, we had a total membership of 219. 
All of us, I believe, had visions of a large working 
organization. 

State groups began to grow up overnight. I am proud 
that I was a part of some of those developments. Now we 
find ourselves with fifty state chapters, and local chap- 
ters in almost every state in the Union. We soon devel- 
oped a headquarters office, and now we have a large staff 
to take care of the various and sundry work to be carried 
on by the organization. We have acquired a plot of land 
for our permanent building, and are in the process of 
raising money from our own members to build that 
building. 

One of our outstanding achievements has been the 
development of our journal GP. Many of our friends (as 
well as our enemies) told us that it would be folly to try 
to develop another medical journal. There were too 
many in the field already. Many of them should not be 
published. But we had a different idea. We did not want 
just another medical journal. We wanted something 
that was readable, full of facts, and what the general 
practitioner needed. With these ideas in mind, we set 
about to develop such a journal. We looked over many 
journals, picked out their good parts, discarded their 
bad, and finally GP was conceived. I think all will agree 
that it is not just another medical journal. The fact that 
the advertisers find it one of their choicest mediums for 
advertising is a compliment within itself. Our contribu- 
tors are honored to have their articles published in GP. 

Other sections of the journal, outside of the scientific 
articles, are readable, interesting, and enlightening. The 
cartoons make the journal fascinating. I have been told 
everywhere I have gone that the resident staffs of the 
hospitals read GP first. This within itself is also a com- 
pliment. Then, of course, GP is paying off financially, as 
we expected it to do. 

Our membership is hovering around 15,000, and 
growing slowly, but steadily. Most of us would like to 
see a membership of around 25,000, or even 30,000, but 
I doubt seriously the advisability of putting on any 
more strenuous membership campaigns. Mailing to 
prospective members is probably worthless. The person- 
to-person contact, in my opinion, is the only one that 
pays off. 

After all, the general practitioners who like to be call- 
ed specialists, have to be sold on the idea before they 
will join our organization. We do not have to sell our- 
selves to our own group, to the medical schools, or to 
the specialist, but we do have to sell ourselves to that 
very large group of general practitioners over the coun- 
try who prefer to be known to their patients and their 
fellow doctors as specialists. They have to find out that 
our organization stands for something; that we have 
some selling points which they do not know about; that 
we are just a little better than the average general practi- 
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tioner. This takes time, work, and continuing educa- 
tion. If we will concentrate in the future on improving 
ourselves and our organization, these men will finally 
come around to joining our organization. Many of them 
still believe that we are just a pressure group. Some of 
them believe that we have no real desire to improve our- 
selves. We must convince them that we are sincere 
before they will become members of our group. 

An important change which we have seen during our 
existence is the influence we have had upon medical 
thinking. Medical schools, specialty organizations, and 
lay-people themselves are beginning to think more of a 
balanced medical program for the community than ever 
before. They realize that a patient cannot see a specialist 
for every illness. It is too time-consuming, economically 
unsound, and almost physically impossible. Our re- 
quirements for postgraduate education for continuing 
membership is gradually breeching that gap (actual or 
imaginary) which existed between the training of the 
general practitioner and the specialist. Many specialists 
and most of our patients had thought of the specialist as 
a superior sort of being; that he had special traits and 
abilities beyond the general practitioner. This attitude 
we have certainly changed to a considerable degree 
during our existence. 

I have advocated during my term of office that the 
best medical students should go into the general prac- 
tice field ; that it required that the student know so much 
about so many things, that if he were a “‘dullard” he 
could not make a good general practitioner. If a student 
isn’t quite so aggressive, or not so intelligent, then he 
should be advised to go into one of the specialties, as he 
would not have to know so much about so many different 
things. 

There has certainly been a changed attitude of medi- 
cal students and interns toward general practice in the 
past few years. They are not afraid any more to let their 
professors or their deans know they intend to be general 
practitioners. They are not afraid to admit that they 
want to be family doctors and practice general medicine. 
This is certainly a changed attitude from what it was a 
few years ago. Actually, this year a group of seniors in 
one of your large eastern schools, heretofore considered 
largely a school for specialists, organized a general 
practice group with fifty-five members. They would not 
have thought of such a thing five years ago. 


Recommendations for the Future 


It seems that every retiring president of every organi- 
zation has some suggestions for the betterment of that 
organization in the future. Whether this is good or bad, 
I do not know. But at least during the years of expe- 
rience we have in getting up to the pinnacle and then 
serving on that pinnacle for one year, gives us an un- 
usual opportunity to have some ideas. These recom- 
mendations I am offering are in no way to be construed 
as directives. I have no intention or desire to run the 
Academy after I have stepped down. 
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(1) That this Congress take more positive action in run- 
ning the Academy. This Congress is made up of members 
from every state chapter. The only contact your state 
has with the national organization is through its two 
representatives to this Congress. The states want to feel 
a part of the national organization. They want to abide 
by the decisions of the national organization. They want 
to grow and develop with the national organization. To 
do this, your members must take an active part in every 
decision that is made. You should set the policies, 
question the decisions that the national organization 
makes, and otherwise be a part of those decisions. To do 
less is not giving your state its proper representation. 
We never want to see the national organization develop 
into a hierarchy. 

(2) Take all the time necessary for deliberation. You 
have gathered at this meeting a day and a half before the 
actual assembly opens. You should be acquainted with 
the reports and recommendations of every officer, com- 
mission, and committee before you come into this meet- 
ing. While the speaker of the Congress will be anxious to 
get through the meeting as rapidly as possible, at no 
time will he want to rush through without each man 
understanding what is being done. Many times, in de- 
liberative bodies such as ours, a man’s thinking can be 
straightened out by “exploding” to the group. If he is 
**squelched”, he is dissatisfied and disgruntled. If he is 
allowed to have his say, in most cases he will go home 
well pleased and ready to report favorably to his own 
state chapter. 

Most of the work of this Congress of Delegates is done 
in reference committees. All the reports of the officers, 
commissions, committees, and the resolutions are re- 
ferred to one Reference Committee or another. Each 
of you should be enough interested in the Academy’s 
welfare to attend the Reference Committee of your 
choice and discuss the problems at hand. In this way 
the Reference Committee will get the opinions of a 
large section of the Congress, and will be more able to 
interpret properly the feelings of the Congress. The 
Reference Committees themselves should hold sessions 
long enough and frequently enough to give everyone an 
opportunity to express himself. But after the Reference 
Committee reports back to the Congress, I would urge 
that if you do not concur in their decision, that you dis- 
cuss it freely from the floor. This is democracy in action. 

(3) The president should be given more powers. Before 
I attempt to discuss this, I want to make it perfectly 
clear that in no way can this possibly affect me. In four 
more days I will turn over the gavel to Dr. Robins. I 
have one more official act, to open the assembly. 

Every organization about which I know anything, ex- 
cept our own Academy, the president is the top man. 
He is ex officio of all committees, and deliberates with 
them. Your president has to be invited in and invited to 
speak. Imagine the president acting as a “‘front”’ for the 
Academy, trying to create better relations among the 
state chapters and with other medical groups, and not 
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knowing what his committees and commissions are 
doing. 

Another reason why he should have more powers is 
because every other medical organization with which he 
comes in contact expects him to speak for the Academy. 
Not having this power puts him at a disadvantage, par- 
ticularly in any negotiations which might have to be 
carried on. He will be handicapped in settling any dis- 
putes which might arise in his own ranks. 

Finally, every man who becomes president has some 
sort of program he would like to see put over during his 
year of presidency. Presumably, he has come up from 
the ranks. He has been president of his local chapter, his 
state chapter; has worked on committees and commis- 
sions; has been a director of the national organization 
for at least three years, and the president-elect one year 
before he assumes the top post. This training obviously 
makes him the most experienced man in the Academy 
at that time. It is not enough to be just on the Board of 
Directors. He actually has to be elected to the Executive 
Committee if he is to serve on that committee. He is not 
now automatically a member. So if he has any sort of 
program, whether good, bad, or indifferent, he should 
have some opportunity to try it out during his year. 

(4) That this Congress appoint a committee of its own 
members to study the whole Academy set-up and report back 
to this Congress next year. The original constitution and 
by-laws, gotten up for the Academy over five years ago, 
was a model of its kind when written. The originators of 
that constitution and by-laws had vision and foresight. 
They anticipated a great Academy. But no one at that 
time could possibly foresee all the ramifications we have 
taken. They could not possibly know the changes and 
evolution that have taken place. Each year, when this 
Congress has met, numerous amendments have been 
presented for your consideration. They have been dis- 
cussed pro and con. Some have been adopted; some 
have been thrown out. Now we have a constitution and 
by-laws that is more or less a “hodge-podge” in its 
entirety. 

The same is true in other departments of the Acad- 
emy. Our activities have taken on various and diverse 
manifestations that were not contemplated in the original 
set-up. Most of the decisions have been made by the 
Board of Directors, of which I have been a part. We 
have deliberated on these many hours, and have made 
the best decisions possible at the time. We have made 
many mistakes, but most of our decisions have been 
good. But now seems to me a good time to take stock of 
ourselves, see how far we have gone, and plan more 
definitely our future. We certainly should not do this in 
a “hurly-burly” manner. We should take at least a year 
to make the study, and bring up the recommendations. 
If this committee finds it necessary at that time to make 
important changes, and it is necessary to meet a day 
early to completely thrash out any or all changes, then 
it will be time and money well spent. This I offer for 
your consideration also. 
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Introduction 


Wuart is the best type of educational program to 
interest and prepare students for general practice? 
In 1951, 54 of the 79 medical schools reported that 
they were sponsoring one or more programs de- 
signed for that purpose. 

These programs include scholarships, courses or 
lectures on general practice, preceptorships, and 
clinical clerkships in general practice clinics. In 
addition to these programs practically all graduates 
serve a rotating internship and many hospitals are 
now conducting general practice residencies of one 
or two years’ duration after the internship. This 
report is concerned with the programs designed to 
stimulate interest and to prepare students for ca- 
reers as family physicians. Such students should, 
upon graduation, complete rotating internships and 
it is desirable that they complete a second year of 
more advanced training in a hospital. 

The Commission on Education has developed and 
published a report on internships and residency 
training, but there is a need for a manual or bro- 
chure on undergraduate education which will con- 
tain specific plans for improving the preparation of 
students for general practice. It does not seem 
necessary to enter into a discussion of the need 
for the continued production of physicians inter- 
ested and qualified to serve as family physicians. 

Several schools have reported that their entire 
curriculum is designed to prepare graduates for gen- 
eral practice. Many educators have pointed out 
that the medical school program is similar to a lib- 
eral arts school, and that training for a special field 
should not be started until after the year of intern- 
ship. This concept is correct in theory, but quite 
different in practice. Since the medical school cur- 
riculum, similar to a liberal arts program, is divided 
into major subjects with subdivisions under each 
subject, and experts or specialists in these divisions 
are in charge of instructions, the student has no 
opportunity to associate with general practitioners. 
Internships in large teaching hospitals do not ac- 
quaint the young graduate with actual practice of a 
family physician, and therefore many young phy- 
sicians who may have the desire for careers as 
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UNDERGRADUATE EDUCATION FOR GENERAL PRACTICE: 


A REPORT BY COMMISSION ON EDUCATION 


general practitioners feel inadequately prepared for 
such practice. The result in many cases is that the 
young physician decides to acquire more training 
in one field and applies for a residency in that spe- 
cialty. Recent developments in the expansion of 
general practice residencies are providing young 
physicians an opportunity to acquire additional 
training and experience in general practice. As of 
February 1, 1952, there were over 250 residencies 
in general practice in 83 hospitals. The American 
Academy of General Practice recommends that 
young physicians planning a career in general prac- 
tice should have at least one year of training after 
the year of rotating internship. It is important that 
this second year of training be obtained in a hospi- 
tal where the medical staff will provide advanced 
training. It is evident that general hospitals which 
have a department of general practice and are not 
engaged in conducting resident training in the spe- 
cialties should be in a position to provide excellent 
practical training in general practice. 

The first step is to acquaint medical students with 
the science and art of medicine as it is practiced by 
a good family physician. Those students desiring 
to enter general practice will then have the back- 
ground for the advanced training offered in rotating 
internships and general practice residencies. 


Types of Programs 


1. Department of General Practice in the Medical 
School. 


Opinions on the establishment of a department 
of general practice in medical schools were obtained 
from a number of deans and other medical educators 
in 1950 when the Commission on Education con- 
ducted a survey by mail on this subject. 

The consensus was that a separate department 
of general practice in medical schools was not 
practical. From an organizational point of view, a 
department of general practice would of necessity 
have to be made up of many of the existing depart- 
ments of a medical school. In any teaching program 
the over-all program is divided into individual sub- 
jects. General practice is primarily a method of 


applying the knowledge, skill, and techniques ac- 
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quired in the various departments, and therefore 
the medical schools feel that it can be taught better 
through preceptor programs, special lecture courses, 
counseling services, and clerkships in rural hospi- 
tals, or in general hospital out-patient departments, 
also admitting rooms, emergency service, and diag- 
nostic clinics. 

The committee, however, believes that there must 
be some organizational unit for administration and 
co-ordination of the various phases of the over-all 
program to prepare students for practice as family 
physicians. Whether the unit is called a depart- 
ment or section on general practice does not seem 
important, and it need not add courses to the cur- 
riculum, simply functioning as the administrative 
unit of different programs. The committee’s rec- 
ommendations are presented in detail in the con- 
clusion. 


2. Preceptorships. 


Nineteen schools have established preceptorships 
whereby students work with general practitioners in 
outlying communities. In nine schools the precep- 
torship is a required part of the undergraduate 
course. The duration of the preceptorships varies 
from one week to four months. 

The Commission on Education has stated that it be- 
lieves the preceptoral system, under which students 
are assigned to selected and approved practitioners 
for a specified period of time during which the stu- 
dent would live and work with a physician in nor- 
mai type of daily practice, is one of the most effec- 
tive methods of instruction. It is important that the 
general practitioners selected as preceptors are will- 
ing and in a position to devote time (without com- 
pensation) to supervise the students properly. 
There must be safeguards against exploitation of 
the students through an excessive amount of labora- 
tory work or clerical activities. The preceptor must 
be careful not to ask the student to assume responsi- 
bilities for patients beyond the student’s quali- 
fications. 

Following are brief outlines of eighteen preceptor 
programs: 


UNIVERSITY OF WISCONSIN MEDICAL SCHOOL 
Madison, Wisconsin 

The preceptoral plan of instruction was inaugu- 
rated at the University of Wisconsin in 1926. The 
objectives of the plan are: 

1. Contact with the patient in the home and 
office. It is felt that there is no teaching outlet in 
any medical school that can take the place of the 
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family physician in these relations. Students are 
provided with training in the exposures that will 
come from supervised contact in the home and 
office. 

2. Hospital contacts. It is believed that the stu- 
dent will have a much greater spirit of usefulness 
and will by the same token obtain much more from 
his hospital contacts if he is kept in a position sub- 
ordinate to a house officer. It may be that there are 
special procedures such as the withdrawal of blood, 
of spinal fluid, gastric contents and even of pleural 
fluid, that will improve his facility and at the same 
time not encroach upon the prerogatives of the at- 
tending physician. 

Assistantships in surgery should not be included 
since the senior student is not far enough advanced 
to profit by such outlets. 

3. Laboratory duties. In many instances the 
routine laboratory procedures upon the patient 
under his direct observation can be completed by 
the senior student. Such studies take on an in- 
creasing significance by reason of their application 
to the problem at hand. 

The medical school requests no special privileges 
for senior students except the opportunity to ob- 
serve the patient under natural conditions in the 
hands of a trained recognized clinician who is will- 
ing to lend his effort to this unusual educational 
outlet. Experience has shown that students have 
profited immeasurably from this training. 

Preceptors under the extra-mural plan at the 
University of Wisconsin are appointed by the dean 
on the basis of personal and professional qualifica- 
tions. In twenty-three years of the operation of 
this plan, only one preceptor has been dropped. 

Periodic tours of inspection among the precep- 
toral centers are made usually on a yearly basis. 
The student keeps a daily log of his specific expo- 
sures and duties while under the respective pre- 
ceptors. Not infrequently his doctoral thesis or case 
report is made from experience in the field. 

In the opinion of the dean, Wisconsin graduates 
enter their internships at a vantage point over those 
graduates of four years of classroom attendance 
only. 

UNIVERSITY OF KANSAS MEDICAL SCHOOL 


Kansas City, Kansas 


Eleven weeks of training in the field of rural med- 
icine is prerequisite for graduation from the Uni- 
versity of Kansas Medical School. The senior med- 
ical student is required to spend this time as an 
observer in the office of a general practitioner in a 
Kansas town of under 2,500 population. 
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The primary purpose of the program is to ac- 
quaint the students with the actual problems of 
general practice in rural areas, but it is to be hoped 
that such experience will eventually lead to young 
doctors settling in the small towns. Those sponsor- 
ing the project believe that such training will be as 
valuable to students who eventually enter a special- 
ized field or general practice in an urban area as it 
will be to those who set up practice in rural areas. 

The preceptors, chosen from a list of 200 doc- 
tors submitted to the school by the Kansas Medical 
Society, will provide the expenses of board and 
room for the students. The young men are ex- 
pected to be of assistance to general practitioners, 
but will not actually practice as this is not allowed 
until the physician has completed his training and 
successfully passed the examinations for a license. 
At the end of the eleven-week period the preceptor 
will make a written report to the school covering 
the student’s interest in his work as well as the 
instructor’s evaluation of the student’s potential 
capabilities. 

A plan similar to this has been carried out suc- 
cessfully for many years in Wisconsin. The Kansas 
plan will dovetail into the rural health program set 
up to encourage more young doctors to settle in 
the rural areas of Kansas. 


UNIVERSITY OF OKLAHOMA SCHOOL OF MEDICINE 
Oklahoma City, Oklahoma 


The first group of senior medical students began 
work under the preceptorship program of the med- 
ical school in 1949. This program is designed to 
offer the senior medical student an opportunity to 
observe general medical practice in smaller com- 
munities in Oklahoma, and, it is hoped, will en- 
courage him to consider such a location when he 
enters practice. 

Each senior student spends a period of eleven 
weeks in one of eighteen towns in Oklahoma, under 
the supervision of a physician, and observes and re- 
ceives instruction in all phases of medical practice, 
including office and home calls and hospital prac- 
tice. The program extends the senior year to forty- 
four weeks instead of thirty-two weeks. The super- 
vising physician is called a preceptor and is a mem- 
ber of the general faculty. Appointments are made 
by the Board of Regents of the University. 


YALE UNIVERSITY SCHOOL OF MEDICINE 
New Haven, Connecticut 


Yale Medical School organized a program of pre- 
ceptor training under general practitioners for sen- 
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ior medical students in 1949. Dr. George B. 
Darling, director of medical affairs, Yale Univer- 
sity, briefly described the program as follows: 

*In common with most medical schools today, how- 
ever, it has not made every effort that it might to see 
that undergraduates have opportunities for the kind of 
supplementary experiences which will enable them to 
chart their own courses effectively. To this end the 
Committee has encouraged the School to undertake an 
experimental program this year, by which selected sen- 
ior students spend some time with general practitioners 
in the field. The men have been uniformly enthusiastic 
about this experience and we are, of course, infinitely 
indebted to the doctors who have been willing to take 
on such a responsibility. 

“This program has proved to have three important 
outcomes. In the first place, it has aided materially in 
helping the individual orient himself, and sometimes 
re-orient himself, as to his future program. Even the 
brief experience afforded has helped the student under- 
stand the limitations of his highly institutionalized edu- 
cational experience. He has seen the patient in the 
doctor’s office and the family in the home, and has had 
a chance to talk with the practitioner about private prac- 
tice. Furthermore, while all of the student’s experience 
thus far has been with specialists in the school, and the 
weight of the specialty boards and the influence of the 
armed services have tended to over-emphasize the role 
of the specialist, he has had another viewpoint to help 
redress the balance in his own mind.” 


UNIVERSITY OF WASHINGTON SCHOOL OF MEDICINE 
Seattle, Washington 


The fourth year is a full twelve-month program 
for the undergraduate student. One quarter (three 
months) of the year is spent in an externship. This 
externship is divided into three four-week periods. 
One of these periods is spent in residence at one 
of the state mental hospitals. One month is spent 
in the city, county, and state health departments 
under the supervision of the department of public 
health and preventive medicine. The remaining 
month is spent in an externship under the super- 
vision of a general practitioner. These general 
practitioners are carefully investigated and selected 
so that a student may acquire a sound concept of 
the challenge, opportunity, and problems of gen- 
eral practice while he is still an undergraduate. 
General practitioners are requested to make these 
students their shadows. Wherever possible the 
student lives in the practitioner’s home, eats there, 
sleeps there, gets up at night to make emergency 
calls with his preceptor. Cases are discussed to- 
gether, office problems seen together, and patients 
seen jointly at the hospital. The preceptors are 
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selected from all over the state of Washington, and 
a few will be selected outside the state from Alaska, 
Idaho, and possibly Montana and Wyoming. Gen- 
eral practitioners who engage in this program for 
a month during the year become faculty affiliates on 
the medical school staff. 

The first attempts at this extern program were 
carried out in the summer of 1949 and seem to have 
been highly successful. The physicians have been 
enthusiastic about the program and enjoyed their 
association with the students who have benefited 
from it. 

A course in ethics, economics, and public rela- 
tions is also given in the fourth year. This course 
is given by a general practitioner who is in charge 
of the externship program. 


UNIVERSITY OF NEBRASKA COLLEGE OF MEDICINE 
Omaha, Nebraska 


A plan of preceptorship training was inaugu- 
rated in the College of Medicine, University of 
Nebraska, in 1948. Students between their third 
and fourth year spend the summer months with an 
experienced general practitioner. This program is 
showing promise of developing a greater interest in 
general practice and the course of work men do in 
general practice. It is hoped that it will stimulate 
a large number of men to accept the preceptorship 
training in the future. This type of training is en- 
tirely on a voluntary basis. 


UNIVERSITY OF SOUTH DAKOTA SCHOOL OF 
MEDICAL SCIENCES 
Vermillion, South Dakota 


Sophomore medical students of the University of 
South Dakota are required to spend a month in 
training under the supervision of South Dakota 
doctors. The program was inaugurated in May, 
1948. The course in clinical clerkship is an inno- 
vation provided to offer medical students a better 
clinical background prior to their junior year in 
medical school, as well as to instill into the minds of 
these second-year students that the general prac- 
tice of medicine in South Dakota is a vastly impor- 
tant function. 

The first year twenty-five students spent a month 
working under doctors in twenty-two different cities 
and towns throughout the state. Under the arrange- 
ment of the course, each student is assigned to a 
recognized general practitioner in South Dakota 
who has access to a hospital with adequate labora- 
tory facilities. The student is given the opportunity 
to take histories and do physical examinations on 
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many of the doctor’s own patients. In addition, 
each student does whatever laboratory work is nec- 
essary as time allows. 

During the month, careful records of a concise 
nature are being kept by the student and the phy- 
sician, and visits are being made by faculty mem- 
bers to ascertain the character of the work being 
done by the student. A final report will be pre- 
sented at the end of the year to be filed in the office 
of the dean for future reference. 


UNIVERSITY OF TEXAS MEDICAL BRANCH 
Galveston, Texas 


The University of Texas Medical Branch, Gal- 
veston, has made arrangements with the Texas chap- 
ter of the American Academy of General Practice 
for assignment of fourth-year medical students to 
qualified general practitioners for preceptoral work 
of three months each. The Academy of General 
Practice is preparing a panel of general practitioners 
for recommendation to the Medical Branch admin- 
istration for appointment as preceptors. 


EMORY UNIVERSITY SCHOOL OF MEDICINE 
Atlanta, Georgia 


The School of Medicine of Emory University has 
established a preceptorship for senior students to 
orient them to conditions of practice in rural med- 
icine. Selected students will study for a month 
under a general practitioner outside the metropoli- 
tan area of Atlanta, accompanying the physician on 
his rounds and assisting in office calls. 

The School of Medicine is also introducing an 
experiment in environmental medicine. Each stu- 
dent will be assigned a patient with a chronic illness, 
to follow throughout the student’s medical school 
training. An attempt will be made to tie social and 
economic background, family problems, and the ill- 
ness itself into a whole unit. 


STATE UNIVERSITY OF IOWA COLLEGE OF MEDICINE 
lowa City, lowa 


Seniors in the State University of Iowa College of 
Medicine will serve one-month preceptorships with 
private Iowa general practitioners in the future as 
part of their undergraduate medical training. The 
plan is designed to provide medical students the 
opportunity (1) to observe closely and under ideal 
conditions the activities of a private physician in 
conduct of his practice; (2) to study carefully the 
modern methods of medical care as employed in 
the home and in the office by a private general prac- 
titioner; and (3) to observe the close personal re- 
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lationship of the private physician to his patient. 
The plan, which will probably become effective in 
June, 1952, extends the senior curriculum in the 
college of medicine by one month, although it will 
not affect the student’s graduation date. There will 
be no increase in tuition fees as a result of the plan. 

Iowa’s general practitioners will be asked to vol- 
unteer their services as preceptors without compen- 
sation. Final selections will be made by the dean 
of the college or the executive committee currently 
carrying out the dean’s duties, with the aid of the 
college faculty, the Iowa chapter of the American 
Academy of General Practice, and the Iowa State 
Medical Society. It is hoped that preceptors will 
provide room and board for students assigned to 
them. In return, medical students will aid the pre- 
ceptors in the conduct of their practice to the ex- 
tent permitted by the Iowa Code, receiving no pay- 
ment for their services. 


LOYOLA UNIVERSITY SCHOOL OF MEDICINE 
Chicago, Illinois 


In the senior year, students may elect a six-week 
medical-surgical preceptorship at a small hospital 
associated with the medical school. During the pre- 
ceptorship students work in the office of selected 
general practitioners on the staff of the hospital. 

In addition to this elective period, all senior stu- 
dents spend eighteen weeks in the outpatient de- 
partment of the medical school’s teaching hospital. 
The outpatient department is operated as a general 
medical clinic. The director of the clinic is a gen- 
eral practitioner, and it is staffed by general prac- 
titioners and specialists in internal medicine. The 
operation of this clinic is similar to the operation 
of a general practitioner’s office practice. Only 
cases requiring special diagnostic skills and spe- 
cialized treatment are referred to specialty clinics. 

The program has been in operation since July 
1950, and is proving to be a very successful method 
of training students in the art and science of 
medicine. 


UNIVERSITY OF BUFFALO SCHOOL OF MEDICINE 
Buffalo, New York 


A preceptoral system for senior medical students 
is in the experimental stage at the University of 
Buffalo. The program is available to the students 
who wish to use their month of elective study as 
trainees under general practitioners. 

Another program is also being tried. In the jun- 
ior year, a student is assigned to study one family 
during the last two years of school. The family is 
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selected from among the ward patients and out- 
patients the student has had in the early months of 
his junior year. The student is expected to follow 
the course of this assigned family’s medical, social, 
and economic life through the two years as he would 
if he were actually the family’s personal physician. 


UNIVERSITY OF VERMONT COLLEGE OF MEDICINE 
Burlington, Vermont 

A preceptoral program for senior medical stu- 
dents has been in operation at the University of Ver- 
mont since 1927. At the present time fourth-year 
students spend two weeks with a general practi- 
tioner, accompanying the doctor in all his profes- 
sional activities. 


DUKE UNIVERSITY SCHOOL OF MEDICINE 
Durham, North Carolina 


The Duke University offers its senior medical 
students a two-week elective preceptorship with 
selective general practitioners. The preceptors are 
classed as instructors in general practice in the 
medical school faculty. The program is increasing 
in popularity with the medical students. 


UNIVERSITY OF CALIFORNIA SCHOOL OF MEDICINE 
San Francisco, California 


Students who have completed their third year 
have an opportunity to spend one month during 
the summer with a general practitioner or with a 
group at a small clinic. The preceptors are selected 
by the medical school, and advance arrangements 
are made for the student’s lodging and course of 
instruction. The students are requested to keep a 
diary of their experiences and the preceptor is 
asked to make a report to the medical school. 


BOWMAN-GRAY SCHOOL OF MEDICINE 
Winston-Salem, North Carolina 


Smaller medical schools may help reverse the 
trend toward specialism. So thinks Dr. Wingate 
M. Johnson of the Bowman-Gray School of Medi- 
cine, Winston-Salem, North Carolina. He reports 
that more than two-thirds of the last two graduat- 
ing classes stated they planned to become general 
practitioners. He adds: ‘Since about two-thirds of 
our first two classes (which graduated in 1943 and 
1944) actually are in general practice, we feel that 
our efforts to keep a proper balance between spe- 
cialism and general practice have been fairly suc- 
cessful.” 

Dr. Johnson credits Bowman-Gray’s small classes 
(not more than fifty students each) to the fact that 
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half the enrollment comes from small towns. ‘“The 
students,” he says, “apparently feel free to consult 
any of their teachers for advice on various prob- 
lems. (Each) comes to look on his favorite teacher 
or teachers much as he would on his family doc- 
tor; he learns to appreciate the value of such a 
counselor.” 

A major aspect of training in Bowman-Gray is a 
weekly course called ‘Family Practice,” which is 
attended by both junior and senior students. This 
course emphasizes the importance of the patient’s 
history and the physical examination. Many stu- 
dents also spend part of their junior and senior 
years with competent family doctors to learn what 
general practice is like. 


UNIVERSITY OF PENNSYLVANIA SCHOOL OF MEDICINE 
Philadelphia, Pennsylvania 


Fourth year students must spend six weeks on an 
elective. One of four electives is a preceptorship 
with a practicing physician. So far as possible, the 
school arranges for students who elect this portion 
of the program to spend their time with a general 
practitioner, preferably in a smaller community. 
This is not always possible, nor is it always desired 
by the student, and in a number of instances other 
preceptorships are arranged. Some are with gen- 
eral practitioners in Philadelphia or another center, 
others are combination preceptorship and junior 
hospital internships, still others are preceptorships 
with physicians in industrial medicine and public 
health. The number of students who elect this pro- 
gram seems to be increasing somewhat each year. 

Our program is flexible, and as far as possible 
made to fit the needs of the individual student, only 
certain features being fixed. One is that it shall be 
for a minimum of six weeks, and another that the 
preceptor shall be approved by a Preceptorship 
Committee in the Medical School. Most of the pre- 
ceptors are physicians already known to the teach- 
ing staff, in large proportion graduates of the Uni- 
versity of Pennsylvania. They are scattered through- 
out the country, and students are encouraged to go 
as far afield as possible. 

Instructions for the preceptor and the preceptee 
have been prepared by the preceptorship commit- 
tee. One of the requirements, naturally is that the 
students shall not undertake any duties which 
should not be performed by a person without a 
license to practice medicine. Other than this, and 
a few simple directions, the conduct of the precep- 
torship is left to the preceptor. 

The great majority of the preceptorships have 
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been highly successful, and the plan is becoming 
increasingly popular with the student body. As a 
result of this program, plus a course called Family 
Health Advisor Service, an interest is stimulated 
among our student body, if not in general practice 
itself, at least in the approach of the general practi- 
tioner of all problems in medicine. Through this 
interest there has been formed a General Practice 
Society by the students, which is an active and vig- 
orous organization. The society holds meetings 
monthly at which there are speakers on various 
aspects of interest to the general practitioner. 


ALBANY MEDICAL COLLEGE 
Albany, New York 


The Albany Medical College announced the es- 
tablishment of preceptorships, elective in the fourth 
year, for medical students, beginning July 1, 1952. 


3. Lectures on General Practice 


Quite a number of schools provide lectures on 
the art of medicine and on the economics of estab- 
lishing and operating a practice. The number of 
lectures and the school year in which the students 
are required to attend such lectures vary greatly 
among schools. The University of Arkansas, the 
University of California, the University of Louis- 
ville, and the Meharry Medical College are a few of 
the schools that include this type of lecture in their 
curricula. 

The following is a brief summary of arrangements 
for lectures at the University of Louisville. The lec- 
tures in general practice were first conceived as be- 
ing a series of lectures given by various physicians 
who engaged in the general practice of medicine, 
but who leaned toward one or the other of the spe- 
cialties. This was found to be unsatisfactory, and 
eight hours were allotted to one instructor, a prac- 
ticing family physician. After the first year it was 
increased to sixteen hours, and the course has 
been made compulsory for the fourth-year medical 
students. 

The University of Louisville has not established 
a separate section or department for general prac- 
tice. Eventually such a division will be established, 
but at the present time it is sufficiently difficult to 
obtain enough competent general practitioners to 
work in the hospital and the outpatient department. 
The faculty would like to have eight to twelve 
excellent general practitioners devote two or three 
hours a day, five or six days a week to teaching. A 
general practitioner can afford to spend only one 
morning or one afternoon per week teaching, and 
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cannot put in a half-day or the major portion of it 
for five or six days and still continue to earn his liv- 
ing. Those interested in this program wish to make 
sure that the physicians selected to act as instruc- 
tors in general practice are well-qualified general 
practitioners. 

The University of California School of Medicine 
supports the theme that the student is not prepared 
for specialization, but should receive a well-rounded 
knowledge which, at the end of his senior year, 
would best fit him for general practice. It is only 
the graduate years of hospital training that should 
prepare him for specialization. Courses in medi- 
cine, preventive medicine, and medical economics 
are presented in such a manner as to emphasize 
the role of the family doctor. Practicing physicians 
are called in to assist in the administration of 
these courses. 


4. General Practice Clinics 


In a few teaching hospitals there are outpatient 
clinics to which students are assigned for experi- 
ence under supervision of a general practice staff. 
A brief description of some plans follows: 


UNIVERSITY OF TENNESSEE SCHOOL OF MEDICINE 
Memphis, Tennessee 


A study was begun in 1950 by Dr. Henry Packer, 
professor of preventive medicine at the University 
of Tennessee, to determine the possibility of organ- 
izing a group to engage in active teaching of gen- 
eral practice. After a series of meetings with admin- 
istrative and medical officials, it was determined to 
start a clinic for senior students known as the 
Family General Practice Clinic. One point in its 
organization was paramount: The student should 
be taught those things which an active general 
practitioner has found to be advantageous, rather 
than what a highly specialized physician thinks is 
worth while for the family doctor. 

Graduating students have been expertly taught 
in all the complicated entities but have practically 
no instruction in the common everyday practice 
of medicine. 

Previously, they had been given little responsi- 
bility and little or no chance to acquire skill in the 
routine tasks and procedures. It was proposed that 
the Family General Practice Clinic offer only the 
intensely practical side of medicine, and that stu- 
dents be given some responsibility. 

An active general practitioner was made full-time 
director of the program, and a staff was recruited 
from among the practicing physicians in that area. 
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The program has been in operation since September 
23, 1951. 


Organization 


Aided by a $50,000 grant from a national foun- 
dation, the clinic is now provided with equipment 
typical of an above average general practitioner’s 
office. X-ray, laboratory, minor surgery, and diag- 
nostic rooms are available, and equipment for cysto- 
scopic, proctoscopic, and laryngoscopic examina- 
tions is on hand. 

The x-ray room has a 100-milliampere machine 
with fluoroscope and a 15-milliampere portable 
machine. Students may request that x-rays be taken 
or may make their own x-ray examinations. The 
roentgenology department of the medical school 
has been most co-operative in offering aid to stu- 
dents in their first attempts to make examinations 
and interpret films. 

Heretofore, there has been no instruction in 
physiotherapy in the medical school or its associ- 
ated hospitals. Students enter the general practice 
clinic with no appreciation of this important field 
of medicine. Physiotherapy equipment has been 
made available and intensive instruction is carried 
out. 

This phase of the program has been so popular 
that additional physiotherapeutic equipment is 
being ordered. 

Similarly, students are not conversant with the 
minor surgical procedures that are performed al- 
most daily in the office of the general practitioner. 
Their actual experience, other than observation, 
frequently consists of a few days spent in the 
emergency room. The clinic is provided with good 
minor surgical equipment. 

The average young physician is likely, sooner or 
later, to have an ECG and B.M.R. in his office. 
Whether this is a tribute to his appreciation of this 
phase of diagnostic service or to the sales ability of 
the surgical supply houses is not known, but since 
he will probably have this equipment, it has been 
made a part of the clinic. 

Students may take and interpret their own tests, 
or may order them done. 

Many students have no idea how to approach and 
handle patients. Patients in outpatient depart- 
ments are too frequently handled with an air of 
exasperated intolerance. Students have requested 
that some arrangements be made for providing 
demonstrations of good patient relations in general 
practice. To meet this problem, a single room at 
the clinic has been set aside as a demonstration 
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examining room. It is a complete entity and 
equipped with the finest furniture and instruments. 
Provisions are made for one of the staff to work in 
this room during clinic hours and for one medical 
student at a time to work with him. 

In order that students may have ready access to 
basic texts and reference material, a small library 
has been started. Those on duty have been asked 
to verify their findings and to take advantage of 
standard reference works. 

In general, student reaction has been favorable. 
Mistakes are made in any medical center. It has 
been instructive to try to evaluate the minor medical 
mistakes made by students as they begin to assume 
responsibility. An evaluation of the charts indicates 
that the senior student will reach the correct con- 
clusion just about as often as any member of the 
medical staff, but it will take him much longer and 
many more visits. 


Outcall Service 


The general practice staff also has supervision of 
an outcall service under which the students act as 
family physicians for one or two families. In the 
beginning of the eighth quarter, which is essentially 
the beginning of the last year in school, the stu- 
dent, with the aid of the staff, will select a family. 
He will be expected to serve that family in the 
capacity of family doctor, and will treat such ill- 
nesses as may be within his competence, under the 
direction of the general practice staff. 

The family will be expected to call on their 
student for any medical problem that arises and he 
will act on it as his judgment indicates. The family 
may be requested to bring the ill member to the 
emergency room where the student may see him. 
If a home call is necessary, it will be made. Clinical 
follow-ups may be made through the general prac- 
tice clinic. 

Throughout, the student will be encouraged to 
gain the viewpoint of the general practitioner and 
to see the value of a family doctor. 


Emergency and Admitting 


In January, 1952, approval was granted for the 
general practice group to staff the emergency and 
admitting rooms of the entire medical center. A 
general practitioner is present from 7:00 a.m. until 
midnight every day, and a member of the staff is 
on call during the intervening hours. Heretofore, 
the emergency and admitting rooms have been 
staffed only by interns and residents. 

It is felt by both the administration and medical 
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boards of the hospital that the preliminary diagnosis 
of patients lies largely in the hands of the general 
practitioner. Having such a man of staff rank in 
the emergency and admitting rooms should do 
much to expedite medical service. 

At present, approximately 40,000 patients a year 
are seen on this service, where there is usually one 
intern, and never more than three, on active duty. 
The general practitioner can do much to relieve 
the work load of this very active service. 


TUFTS COLLEGE MEDICAL SCHOOL 
Boston, Massachusetts 


The Tufts College Medical School has, since 
1930, utilized the Boston Dispensary for clinical 
instruction for its senior students. Each student 
handles cases under a preceptor in the Dispensary. 
Students are required to make a complete study of 
one patient, including the social and economic 
factors influencing the case, and present a report 
to his preceptor. A seminar on “Social Aspects of 
Medical Care” is held every Thursday morning, 
at which time cases are discussed by the students 
under the guidance of their preceptors. 


NEW YORK HOSPITAL 
CORNELL UNIVERSITY MEDICAL COLLEGE 
New York City 


Cornell received a grant of $344,000 from the 
Commonwealth Fund in 1951 for an experiment in 
the teaching and practice of comprehensive medi- 
cine. The purpose of this new undertaking is to 
provide continuous medical care for a portion of 
the patients who visit the outpatient department of 
the New York Hospital and to make it possible for 
senior students to be associated with the same 
patients over a relatively long consecutive period 
of time. Families as well as individuals will be 
cared for, and there will be an extension of services 
into the home. 


DENVER GENERAL HOSPITAL 
UNIVERSITY OF COLORADO SCHOOL OF MEDICINE 
Denver, Colorado 


The University of Colorado Medical School re- 
ceived a grant from Commonwealth Fund in 1951 
to improve its teaching program in general medi- 
cine. In carrying out this project, the medical 
school in co-operation with the Denver General 
Hospital has established a teaching program where- 
by junior and senior students work under balanced 
staff of general practitioners and specialists in 
home, clinic, and hospital practice. The outpatient 
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clinic of the hospital is used to demonstrate the 
practice of good general medicine. 


HARVARD MEDICAL SCHOOL 
PETER BENT BRIGHAM HOSPITAL 
Boston, Massachusetts 


The Harvard Medical School has been conduct- 
ing an experimental program in teaching inte- 
grated medicine in co-operation with the Medical 
Psychiatric Unit at the Peter Bent Brigham Hospital 
since 1946. The project was made possible by a 
grant from the Commonwealth Fund. This pro- 
gram covers the student’s four years of medical 
school and is based upon the concept that clinical 
teaching is the most effective method of education. 

First-year students are required to attend lectures 
on psychology which include clinical demonstra- 
tions. Starting with the second year, students are 
taught physical diagnosis at the Medical Psychiatric 
Unit with continued advanced training and ex- 
perience through the three years. 


NEW YORK UNIVERSITY COLLEGE OF MEDICINE 
New York City, New York 


Fourth-year students are assigned to practice 
with general physicians at the clinic operated by 
the Medical Group. This Medical Group is made 
up of faculty members and the clinic was established 
to provide a place where students could observe 
the general physicians practicing as family doctors. 
Students, under the guidance of the staff members, 
are encouraged to function as family doctors to 
persons coming to the clinic for medical care. 


5. Home Medical Care Programs in which Stu- 
dents are Trained as Family Doctors. 


BOSTON UNIVERSITY SCHOOL OF MEDICINE 
Boston, Massachusetts 


During the past two years, a specific program 
at the Boston University School of Medicine has 
been directed at developing in the medical student 
a full comprehension of the physical, psychologic, 
and social aspects of medical care. The core of this 
program has been the utilization of a domiciliary 
medical service as an undergraduate teaching fa- 
cility. 

In July 1948, the operation of the Home Medical 
Service became the function of the Division of Social 
and Environmental Medicine of the Department of 
Preventive Medicine. The assumption of clinical 
responsibility by the Department of Preventive 
Medicine created an unusual opportunity to ap- 
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proach the concepts of preventive medicine at the 
level of the individual patient and his family. 

Organization and Facilities. The Home Medical 
Service operates from the Outpatient Department 
of the Massachusetts Memorial Hospitals. Calls are 
received from individuals living within the area served 
and represent the main source of requests for med- 
ical care. Patients are also referred by social agen- 
cies and by hospitals who desire further follow-up 
in the home of patients who are being discharged. 
Calls are received by a registered nurse who makes 
a preliminary evaluation of the case by determining 
financial and medical eligibility. Determination of 
financial eligibility is admittedly cursory but is fol- 
lowed up later when the home visit is made. Cases 
which are in obvious need of emergency care are 
referred directly to the hospital, and ambulatory 
patients are advised by the nurse to report to the 
Outpatient Department. The nurse-secretary is 
also responsible for maintaining medical supplies, 
equipment, and filing of patients’ records. In addition 
to these duties she meets with each group of stu- 
dents at the beginning of their assignment and dis- 
cusses basic and practical procedures in home 
nursing. During 1949, 2,876 new patients were 
seen by the Home Medical Service, 6,107 calls were 
accepted, and 11,608 home visits were made. 

Fourth-year students are assigned to the Home 
Medical Service in groups of four to six for one 
month. An additional month of this Service is avail- 
able as an elective. The fourth-year student, now 
officially designated as an extern, equips himself 
with a bag containing diagnostic material, is pro- 
vided with a few simple drugs, and makes the first 
personal contact with the patient. 

It may be of some significance to indicate the 
legality of this procedure. In the Commonwealth 
of Massachusetts a student who has completed two 
years of study in a legally chartered medical school, 
and who is over 21 years of age, may receive limited 
registration as an Assistant in Medicine and be as- 
signed to the care and observation of persons re- 
quiring medical service by an instructor in said med- 
ical school who is a registered physician. Such 
registered Assistants in Medicine may practice med- 
icine as authorized by General Laws 112, Section 
9A, only under supervision of an instructor who 
meets the above qualifications. 

Two practicing physicians who are on the Med- 
ical Staff of the Hospital and have appointments as 
Assistants in the Department of Preventive Medi- 
cine serve as preceptors. They meet the group of 
externs each afternoon and personally check the 
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patients seen that day. At this time a definitive or 
working diagnosis is decided on and treatment in- 
stituted. The relationship between extern and pre- 
ceptor is essentially that of physician and consultant 
insofar as the patient is concerned. The various 
departments of the hospital and medical school co- 
operate freely in providing special consultations 
whenever indicated. In July 1950, the preceptors 
were replaced by two residents. 

Each day’s work begins with a conference with 
the Director of the Home Medical Service, at which 
time all the cases seen the previous day are re- 
viewed. This creates an opportunity to discuss 
problems in differential diagnosis and patient man- 
agement, and provides continuity and co-ordination 
of patient follow-up. Obviously, it is essential that 
the Director of the Service be an individual experi- 
enced in medical practice and qualified to assume 
this responsibility. 

Certain laboratory and diagnostic facilities are 
available to externs. These include equipment for 
routine urinalysis and blood studies. The services 
of the Chest Survey Clinic at the Massachusetts Me- 
morial Hospitals are utilized for obtaining photo- 
fluorograms of the chest when indicated. A port- 
able electrocardiograph is available for such investi- 
gations as are indicated. The recent developments 
in chemotherapy and antibiotics emphasized the 
need for adequate bacteriologic investigation. The 
facilities of the Boston Health Department are uti- 
lized for the investigation of suspected diphtheria, 
tuberculosis, and bacterial enteric diseases. The rise 
in the incidence of diphtheria during 1949 created 
an opportunity for many externs to see and recog- 
nize clinical diphtheria for the first time in their 
medical school careers. It also brought to the fore- 
ground many practical problems concerned with 
the management of communicable disease in the 
home, and the control of carriers and contacts. 
Practical clinical bacteriology for the investigation 
of conditions other than those of primary concern 
to the Health Department has been made possible 
through the co-operation of the Department of Mi- 
crobiology which has made facilities for bacterio- 
logic evaluation available to externs on the Home 
Medical Service. 

The Service maintains separate records on its pa- 
tients which are always available in the alphabetical 
files in the conference room. The regular outpatient 
form is used and the records are continuous, each 
extern entering a clinical note on the record for 
each visit. As a result, each successive group of ex- 
terns may be oriented quickly in regard to the med- 
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ical status of patients still under observation who 
have been seen by previous groups. Although the 
first day or two may be somewhat hectic, by the end 
of the first week most externs behave like seasoned 
practitioners. 

Approximately 90 per cent of patients seen are 
treated at home. A certain number of patients are 
referred to the Outpatient Department for further 
investigation when they become ambulatory. Hos- 
pitalization is obtained either at the Massachusetts 
Memorial Hospitals or the Boston City Hospital. 

In respect to further follow-up of patients, the posi- 
tions held by members of the Department of Pre- 
ventive Medicine are strategically significant. The 
head of the Department is also Director of the Geni- 
to-Infectious Disease Clinic of the Massachusetts 
Memorial Hospitals and is a member of the staff of 
the Evans Memorial where he makes regular rounds 
on the medical wards. The Director of the Home 
Medical Service is Director of the Out-Patient 
Service and a member of the medical staff of the 
Massachusetts Memorial Hospitals. He is also a 
member of the medical staff of the Boston City 
Hospital and makes regular rounds on the medi- 
cal wards of the Boston University teaching service. 

The wards of both institutions are open to ex- 
terns and, as a result, no problems are encountered 
in following the course of patients hospitalized from 
the Home Medical Service. At the onset of the re- 
organization of this Service, ward rounds were con- 
ducted at the Boston City Hospital once weekly with 
the extern group. This is an obviously desirable 
procedure since the bulk of the patients requiring 
inpatient care are hospitalized in that institution. 
Unfortunately, the pressure of other activities has 
made it necessary to discontinue this service for the 
present. It is expected that these weekly ward 
rounds on hospitalized patients of the Home Med- 
ical Service will be Out-Patient Medical Staffs of 
both the Boston City Hospital and the Massachu- 
setts Memorial Hospitals. 

From time to time, particular problems have 
arisen that have made special consultations de- 
sirable. These have been obtained through the co- 
operation of the special services of the Massachu- 
setts Memorial Hospitals, such as the Surgical, 
Obstetric, Gynecologic, Genito-Urinary, Ophthal- 
mologic and Dermatologic Services. To the patient 
in the home, therefore, the resources of both the 
hospital and school are available for medical care. 
The extern, on the other hand, finds himself in the 
position of a general practitioner with his instructors 
as consultants. 
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UNIVERSITY OF PENNSYLVANIA SCHOOL OF MEDICINE 
Philadelphia, Pennsylvania 


This plan, which was initiated in 1949-50 school 
year, provides an opportunity for medical students 
to assume gradually increasing responsibility for 
the medical and related problems of a family as- 
signed to the student. Not all students are partici- 
pating in the program, but the plans are to expand 
the program until all of the students are assigned 
a family. 

The families were selected and contacted in co- 
operation with the Social Service Department of the 
University Hospital. From the economic standpoint 
they ranged from the middle income group to re- 
cipients of public assistance. 

The selected families were advised of the pro- 
posed program by a social worker and invited to 
participate. If there was a family physician, his 
approval and co-operation were obtained before pro- 
ceeding with the plan. The students then were in- 
structed to contact their families and inform them 
of how the plan would function. Students were in- 
structed to make it very clear that they were doctors 
in training and would not take over any phase of 
treatment. As “Family Health Advisor” their job 
is to advise and co-ordinate the family’s medical 
care. 

Whenever possible, the student is present when 
members of his family are seen in the clinic or hos- 
pital for diagnosis or treatment. The students visit 
their families once a month and more frequently 
when special problems arise. Each class group meets 
once a month for conferences on medical care and 
community services. Guest speakers discuss various 
aspects of the practice of medicine and of the eco- 
nomic and social factors in the distribution of med- 
ical and hospital care. 

A report on this program in the January, 1952, 
issue of The Journal of Medical Education, based 
upon two years’ experience, indicates that it is prov- 
ing very satisfactory and of real benefit to the 
students. 


6. Medical Scholarships and Student Loan Funds 


Programs. 


Medical scholarships and loan funds are designed 
primarily to assist smaller communities to procure a 
physician. Under some plans the students agree to 
practice in a small community in the state for a 
specified number of years in return for financial aid 
to complete their education. Other plans provide 
scholarships to qualified young students who are 
residents of small communities of the state in the 
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belief that such students will return to their home 
town to practice. In Alabama, Illinois, Indiana, 
Kentucky, South Carolina, Mississippi, Virginia, 
and Wisconsin such scholarship programs have 
been established. 


Conclusions 


If students are to be stimulated to enter the gen- 
eral practice of medicine they must be given the 
type of training that will fit them for it, and, just as 
important, they must be impressed that general 
practice is a field worthy of the very best and most 
intelligent men. The committee recognizes that, 
because of the highly technical nature of medical 
subjects, it is essential to have these subjects taught 
by specialists in the various fields. However, these 
specialists are of necessity giving their attention to 
a relatively limited phase of medicine, and they are 
not likely to have a good perspective of the whole 
program. 

Students are naturally very susceptible to the 
views and knowledge demonstrated by an expert in 
a particular field, and are impressed by the prestige 
and importance of their teachers, nearly all of whom 
are specialists. If the student is to have a balanced 
preparation for practice as a family physician, the 
school must offer him a co-ordinated program in 
which general practice is presented from a realistic 
point of view, and the general man must blend the 
art and science worthy of the best traditions of 
medicine. 

There must be more emphasis on what the gen- 
eral man can and should do, as well as instruction 
in the arts, ethics, and economics of medicine. In 
order to accomplish this, medical educators should 
call upon more general practitioners to participate 
in undergraduate teaching in appropriate positions. 
Corollary to this is the need for more general prac- 
titioners whoare willing to devote the necessary time 
to teaching, and, above all, ones who are qualified 
to teach. To encourage general practitioners to 
participate more in education, they must have pro- 
fessional standing or academic rank equal to that 
of the specialist. The student will then look upon 
the general practice of medicine as an honorable 
and rewarding field. 

Various types of programs or changes have been 
instituted in some medical school curricula in re- 
cent years; for example, the general practice clinic, 
the preliminary diagnostic clinic, general practice 
preceptorships, general practice lectures and out- 
call service. These programs which enable general 
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practitioners to participate in medical education 
plus the Academy’s postgraduate programs are en- 
couraging more general practitioners to become 
better qualified to function as instructors in medical 
schools on an equal basis with specialists. There are 
very few men in any field of practice who are natural 
born teachers, and general practitioners can acquire 
the ability. 

Although many deans of medical schools have ex- 
pressed the opinion that a department of general 
practice is impractical, it is our opinion that such 
a department is fundamental to the establishing of 
any program for improved training for general prac- 
tice in the medical schools. 

Many of the schools in this country are using one 
or more of the programs described above, but such 
programs are not co-ordinated under a general prac- 
tice department, and there are no provisions for 
general practice representation on the important 
administrative committees of any of the medical 
schools, so far as we know. The members of this 
committee feel that this represents a fundamental 
weakness in the whole program for training general 
practitioners. The general practice staff should be 


an independent unit of the faculty, organized as a 
department, and should be headed by a chairman 
who holds rank equivalent to that of the chairmen 
of other departments. 

This department head should be an actively prac- 
ticing “family” doctor, and should sit on adminis- 
trative committees just as do the heads of other de- 
partments. In this way the general practice program 
can be administered and integrated more effectively, 
and the general practice unit of the faculty can be 
represented in the policy forming councils of the 
schools. 

While the committee recommends the adoption 
of these programs to improve general practice train- 
ing it does not necessarily follow that we advise an 
increase in the student load, or a decrease in basic 
science and specialty training. We simply feel that 
a better balanced program for undergraduate med- 
ical education, one with slightly different emphasis 
and orientation, can be developed by the judicious 
use of high calibre general practitioners in the 
teaching program and on the planning and adminis- 
trative level of the faculty organization of progres- 
sive medical schools. 
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BUILDING FUND PASSES 


ONE-THIRD MARK— 
34% OF ““CASH-IN-HAND"” 


REQUIREMENTS MET 


AT THE last meeting of the Board of Directors, 
$75,000 in cash contributions ‘ton hand” was estab- 
lished as the go-ahead point for actual construction. 
Cash contributions, up to May 31, totaled $40,690, 
but $15,000 of that amount was applied to the pur- 
chase of the building site, which leaves a net total of 
$25,690. This is 34 per cent of the amount which 
the Board feels should be actually in the Fund 
(cash—not pledges) before contracts can be author- 
ized. 

If we were to use the month of May as the stand- 
ard of measurement, final completion of the building 
would not be achieved until seven or eight years 
from now. Experience has shown, however, that 
the monthly totals vary greatly and that the monthly 
average has been about double the amount which 
was received in May. Chairman John Fowler has ex- 
pressed the belief that this average will steadily in- 
crease during the coming months and that the 
$75,000 go-ahead point may be reached by mid- 
summer, 1953. 

There has been little change in position of the 
leading states since the April report. But the New 
York Committee, under Chairman Donovan, has 
renewed the drive there—first results are coming in 
as we go to press—and in next month’s report there 
is a strong possibility that the Empire State may 
forge well up among the first five. 
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A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief from 
mental and emotional distress is clearly demonstrated in this case history 
—reported by a Philadelphia general practitioner. 
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Patient: R.D. (shown in photos on opposite page), age 30, married. 
"This Southern wife had only a few dominant symptoms: weakness, 
fatigue on the slightest exertion, pains in the lower back, and 
some menstrual irregularities. A pelvic consultation ... ruled 
out all gynecological pathology. 


"In her early visits, she displayed a haunted, fearful 
secretiveness. Not until I discovered the dreaded condition that 
was distressing her did she 'let down the bars' and talk freely 
of her complaints. 


"... it was evident that something had to be done to lift 
her out of herself; to give her physical support and mental 
emancipation. In order to gain her confidence, I had to make her 
feel better." 


Medical Treatment: 'Dexamyl' —-— "12 tablets on arising and one 
tablet at noon." 


Results: "Dexamyl relieved her anxiety and fears, thus eliminat— 
ing her complaints of weakness and fatigue. After 2 months she 
voluntarily reduced the dosage and now takes a tablet only 
occasionally." 


: 
tablets and elixir 
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These unposed photographs of patient R.D. were snapped during an actual interview 


with her physician. See the opposite page for the case history of this patient. 
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BENADRYL (diphenhydramine hydrochloride, Parke-Davis) gives rapid 
—and sustained — relief to patients distressed by hay fever symptoms. 
By alleviating sneezing, nasal discharge, lacrimation, and itching, this 
outstanding antihistaminic has enabled many thousands of patients to 
pass hay fever seasons in comfort. 


BENADRYL’s reputation stems from its clinical performance. Each year, 
as the pollen count rises, the benefits derived from this effective antihis- 
taminic are further emphasized. BENADRYL Hydrochloride is available 
in a variety of forms — including Kapseals®, 50 mg. each; Capsules, 25 mg. 
each; Elixir, 10 mg. per teaspoonful; and Steri-Vials®, 10 mg. per cc. 
for parenteral therapy. 


« 
z = 


: 


calls 


magnitude, ——¥ is known of the fundamtental nature of 
the loss.’ Loss of nite®gen cannot be prevented; 
nitrogen balance caft be maintained, wound healing enhanced, 


nitrogen stores to accomplish the healing defect: 


The patient “is better off before his nitrogen stores have 
been wasted than after. Surgeons have long noted that 
chronically debilitated patients are poor operative risks.”' 
Decubitus ulcers heal quickly in heavily protein-fed patients.* 


These facts are clear, as is also the fact that Knox Gelatine, 


(IX which is pure protein, offers a useful method of supplement- 
ing the ordinary dietary protein. 
Knox Gelatine is easy to digest, while its supplementary 


dietary nitrogen will furnish protein without other sub- 
stances, especially salts of potassium which are retained 
during convalescence; without excess fat and carbohydrate, 
which are not needed especially; and without a food volume 
which may interfere with intake. 


1. Howard, J. E. Protein Metabolism During Convalescence After Trauma. Arch. 
Surg. 50:166, 1945. 
2. Co Tui, Minutes of the Conference on Metabolism Aspects of Convalescence 
Wound Healing. Josiah Macy, Jr Foundation, Fifth Meeting 


le, G. H. and Madden, S. C. in, Plasma Protein and Cell Pro- 
tein: Their Interchange and Construction in ergencies. Medicine 23:215, 1944. 
4. eet | J. H., Co Tui, Wright, A. M., Vinci, V., and Shafiroff, B. Protein 
Metabolism and Bed Sores. Am. . 118: 1015, 1943. 


Available at Grocery Stores in 4-envelope Family Size and 
32-envelope Economy Size Packages. 


Write today for your free copy 
“Feeding the Sick and Convalescent.” 
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For Better Results 


Stuart 


Vitamins, Catcium, Minerats 


11 VITAMINS including both types of Bi2 
8 MINERALS including larger amounts of CALCIUM 


in 1 small tablet 


Therapeutic 
os ao Dietary Administration 
In Geriatrics Inc. Pregnancy 


Suggested Daily Dose 
2 Tablets 3 Tablets 


VITAMIN A 5,000 USP Units 10,000 USP Units 15,000 USP Units 
VITAMIN D 400 USP Units 800 USP Units 1,200 USP Units 
VITAMIN C 50 Mg. 100 Mg. 150 Mg. 
VITAMIN E 0.85 Mg. 1.7 Mg. 2.55 Mg. 
VITAMIN By 3 Mg. 6 Mg. 9 Mg. 
VITAMIN Bo 3 Mg. 6 Mg. 9 Mg. 
VITAMIN Be 0.5 Mg. 1 Mg. 1.5 Mg. 
NIACIN AMIDE 15 Mg. 30 Mg. 45 Mg. 
PANTHENOL 4.3 Mg. 8.6 Mg. 12.9 Mg. 
FOLIC ACID 0.5 Mg. 1 Mg. 1.5 Mg. 
VITAMIN By2* 1 Mcg. 2 Mcg. 3 Mcg. 
CALCIUM ‘250 Mg 500 Mg. 750 Mg. 
PHOSPHORUS 190 Mg. 380 Mg. 570 Mg. 
IRON 10 Mg. 20 Mg 30 Mg. 
COPPER 0.5 Mg. 1 Mg. 1.5 Mg. 
IODINE * 0.075 Mg. 0.15 Mg. 0.225 Mg. 
COBALT 0.05 Mg. 0.1 Mg. 0.15 Mg. 
ZINC, 0.1 Mg. 0.2 Mg. 0.3 Mg. 
MANGANESE 0.3 Mg. 0.6 Mg. 0.9 Mg. 
"50% U.S.P. Crystalline Bi2 Concentrate 

Available at all pharmacies 


LOW IN COST TO PATIENTS 
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AN OUTSTANDING PRODUCT 
FOR OBESITY CONTROL 


ALL 5 FACTORS IN ] SMALL CAPSULE 


Stuart 
_Amvicel 


To inhibit appetite, each capsule contains: 
5 mg. dextro amphetamine sulphate 


To offset nervous stimulation: 
% gr. phenobarbital 


To supply needed bulk: 
200 mg. methylcellulose 


To supply protective amounts of nutritional factors: 


10 vitamins and 8 minerals 


Low in cost to patients: 
Approximately 4¢ per capsule 
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AVAILABLE AT ALL PHARMACIES Wy 
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who 


The mentally depressed patient who will neither “fit in” with his surround- 
ings nor cooperate in treatment presents an increasingly wide-spread problem 
in these anxiety-ridden times. ‘Methedrine’, given orally, has a remarkable 
stimulant effect which elevates the patient’s mood and produces a sense of 


Methedrine?’ ..... 


Methamphetamine Hydrochloride, 5 mg. 
COMPRESSED 


well-being. 


BURROUGHS WELLCOME & CO. w.s. a) Inc. TUCKAHOE 7, NEW YORK 
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For Control of Hypertension 


Apresoline’ 


Hydrochloride 
(brand of hydralazine hydrochloride) 


The growing interest in Apresoline prompts a statement regarding this relatively safe, 


single antihypertensive drug which promises definite beneficial effects in many cases, complete 
control in some. It is recommended that Apresoline be used in those hypertensive 
patients who, in the opinion of the physician, have not been adequately controlled by 
conventional regimens (diet, mild sedation, rest, etc.). Although much has been written 
regarding the combined use of Apresoline with other hypotensives, such use 


INDICATIONS 


The drug is of value in essential hypertension with 
fixed levels and early malignant hypertension, its effec- 
tiveness often being more marked in severe (although 
not terminal) phases of these disorders. It is most 
effective in hypertension persisting or recurring after 
sympathectomy. 

Preliminary studies indicate worthwhile results in 
toxemias of pregnancy and in acute glomeruloneph- 
ritis. When renal damage is advanced, as in chronic 
renal hypertension and chronic glomerulonephritis, the 
value of the drug is considerably less and it may be 
hazardous if not used with extreme caution. 


MANNER OF USE 


It is essential that the physician undertaking the pre- 
scribing or administering of Apresoline realize that the 
dosage requires individualization. In general, the re- 
sponse of each patient should be a guide to appropriate 
adjustment and spacing of doses. 


The Ambulatory Patient 


Therapy should be initiated with the oral form. Careful 
and detailed instructions should be given so that the 
patient will know what subjective response to expect. 
Within 12 to 24 hours after the first dose, headache 


2/1852 


is to be considered experimental in general practice until further experience has been gained. 


and palpitation may occur. Often, these symptoms will 
disappear spontaneously with no change in dosage 
within 7 to 10 days, or can be ameliorated with 
adjunctive therapy. 

Patients should be observed at frequent intervals by 
the physician, not only to check on the status of the 
blood pressure and other physiologic responses, but 
also to determine whether dosage change is warranted. 

The initial dose of Apresoline for the average ambu- 
latory patient with a moderate to severe degree of 
hypertension should be not more than 25 mg. This 
should be given after the morning meal and repeated 
after lunch, after dinner, and at bedtime. The otal 
daily dose (100 mg.) is continued for one week unless 
side effects justify discontinuing medication. During 
the second week, the dose may be increased to 50 mg. 
four times daily (after each meal and at bedtime) . This 
new total daily dose (200 mg.) may be continued 
throughout the second week. 

Provided side effects are absent or minimal and the 
patient’s blood pressure should be further reduced to a 
more desirable level, the single dose of Apresoline may 
be raised to 75 mg. four times daily for the third week, 
and 100 mg. four times daily for the fourth week. 

Many patients obtain maximal benefit from 100 mg. 
of Apresoline four times daily. Some individuals are 
best stabilized with as little as 100 mg. daily in divided 
doses, while others require as much as 600 mg. daily 
in four equal doses. 


The Hospitalized Patient 


With the more severe types of hypertensive disease, 25 
mg. of Apresoline may be administered orally every 6 
hours for the first 24 hours. Thereafter, the individual 
doses, still at 4-6 hour intervals, are increased by 25 mg. 
daily until the desired effect is obtained. The average 
daily dose is 400 mg. with a range from 100 mg. to 
approximately 600 mg. 

It has been recommended that the blood pressure be 
taken just prior to and one hour after each dose to 
determine optimal hypotensive responses and thereby, 
the optimal daily dose. 

The parenteral form of Apresoline is to be used only 
for coma or other conditions in which the preparation 
cannot be taken orally. The usual dose is 20 to 40 mg. 
given intravenously or intramuscularly, but (especially 
in patients having marked renal damage) a smaller 
initial dosage may be indicated. Dosage increment for 
parenteral administration must be adjusted with even 
greater care than that for oral administration. The 
patient's blood pressure should be checked frequently 
after such injections, for in some cases there may be a 
rather precipitous drop. The pressure may begin to 
decline within 2 or 3 minutes after injection, the aver- 
age maximal fall occurs at 25 minutes (range 10-80 
minutes). If there is increased intracranial pressure, 
lowering the blood pressure further may result in 
marked cerebral ischemia. Because of this possibility, 
withdrawal of a suitable amount of spinal fluid may be 
considered. In most instances it will be possible to shift 
to oral therapy with Apresoline within 24 to 48 hours. 

In cases of preeclampsia or eclampsia the blood pres- 
sure may fall dramatically to normal within 5 to 10 
minutes after the intravenous injection of 20 to 40 mg. 
of Apresoline. The pressure has remained within 
normal limits for periods of 6 to 25 
hours in some cases. If pressure rises 
again, additional parenteral doses of 
Apresoline may be administered. 


SIDE EFFECTS 


Considerable difficulty can be obvi- 
ated and treatment facilitated by 
judiciously forewarning the patient 
of possible, usually transitory, side 
effects. This is particularly true in the 
case of postural hypotension and its 
associated effects of palpitation, head- 
ache, and nausea. In addition, certain 
side effects are necessarily associated 
with reduction of the blood pressure to more normal 
Ievels—the very purpose for giving Apresoline. In the 
case of postural hypotension, the patient should be told 
to rise slowly from a recumbent position, etc. 

The cooperation of the patient will be optimal when 
he is taken into the physician’s confidence and under- 
stands that any unpleasant effects will probably be only 
temporary and, if possible, should be endured to obtain 
the desired beneficial results. Judicious forewarning 
need not excite apprehension and may actually be a 
factor in obtaining a satisfactory effect. 


The most frequent side effects include mild to severe 
headache, postural hypotension, tachycardia, palpita- 
tion, dizziness, weakness, nausea and vomiting. Some- 
what less common are: numbness and tingling of the 
extremities, flushing, varying degrees of nasal conges- 
tion, lacrimation and conjunctival inflammation. A 
few cases of skin rash have been reported, indicating 
an individual sensitivity. 

As Apresoline is continued, these untoward effects 
generally subside. If nausea or vomiting become trouble- 
some, antacids may provide considerable relief. 


Less Frequent Side Effects 


Dyspnea and anginal symptoms have occasionally been 
reported in patients with coronary disease. The drug 
should be used with caution in the presence of coronary 
disease. Notably, however, in some patients having 
coronary disease, Apresoline has relieved anginal symp- 
toms. 

When Apresoline is given to some sympathecto- 
mized patients, they may complain of an excessively 
frequent urge to defecate. 

If the dosage of Apresoline is increased too rapidly, 
especially in patients with more severe forms of hyper- 
tension and uremia, certain cerebral symptoms may 
accompany the fall in blood pressure. Such symptoms 
have been reported to range from mild anxiety or 
depression to acute anxiety states or severe depression 
and coma. 


Headache 


Approximately 40 per cent of patients receiving Apres- 
oline experience mild to severe headache during the 
first days of treatment. Generally, it seems to be cen- 
tered in the occipital region, and has been described as 
“pounding and grinding.” The headache may not be 
due to any direct action of the drug, 
but rather to an indirect result of 
the lowered blood pressure or even 
an antihistaminase action, prevent- 
ing the normal destruction of hista- 
mine. Actually, the symptoms of the 
same type of headache can be in- 
duced by histamine. Symptoms can 
frequently be relieved by the use of 
antihistamine drugs. 

It has also been suggested that 
some of the headache may be due to 
a general vasodilatation of certain 
cerebral or centrally located vessels, 
as in congestive migraine. Therefore, 
a number of clinicians have found 
that ergotamine tartrate, “in extremely small amounts,” 
provides satisfactory control. 


ISSUE 


Apresoline Tablets (blue, coated). Each contains 25 
mg. Apresoline hydrochloride. Bottles of 100 and 1000 


Apresoline Tablets (pink, coated). Each contains 50 
mg. Apresoline hydrochloride. Bottles of 100 and 1000 


Apresoline Ampuls (1 cc.). Each cc. contains 20 mg. 
Apresoline hydrochloride. Cartons of five 


Ciba Summit, New Jersey 
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WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


FELSOL provides prompt 

antispasmodic, antipyretic, and 

analgesic action in 
symptomatic relief of ASTHMA, Wit h 
HAY FEVER, CHRONIC 


BRONCHITIS, and SPASMODIC F FE l $ 0 | 


O SEND FOR 
THIS NEW 
BOOKLET 


AMERICAN FELSOL COMPANY 


LORAIN, OHIO 


Please send me your booklet, BRONCHIAL ALLERGIC 
DISEASE . . . and “threshold therapy”, also clinical 
samples of FELSOL. 


e 
on the question... 
Ny 
... AND, 9 OUT OF 10 DOCTORS ANSWERING : 
TELL US THEY GET—— good 


Here is dependable 


therapeutic efficacy 


in trichomoniasis . 


SUPPOSITABS 


Clinical cure in trichomonas vaginitis—proved by U 
smear and culture—is the rule when Vagisol Sup- 
positabs are employed. These tablet-shaped sup- H 
positories provide a powerful germicidal-antibiotic 
approach which promptly controls the patient’s 

characteristic discomfort and leads to complete | 
eradication of the parasite. The presence of succinic 

acid and lactose is conducive to the growth of the 
normal Doederlein bacillus, while papain and sodium 

lauryl sulfate encourage penetration of the medica- | 
tion into the mucosal folds. 


Nonstaining, odorless, nonirri- 


tant, each Vagisol Suppositab The usual course of treatment consists of one 
supplies: suppositab inserted high in the vagina twice daily _ 
Phenyl Mercuric grain) £08 30 days. Available through all pharmacies, in 
Tyrothricin, N.F. 0.5 mg. (0.008 grain) bottles of 36. ! 
Succinic Acid. . .12.5 mg. (0.193 grain) 
3.0 mg. (0.046 grain) 
250me,038 erin) SMITH-DORSEY e Lincoln, Nebraska 
eestaes “ A Division of THE WANDER COMPANY i 


A Dorsey PREPARATION 
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aject 


universal s 


and un 


one universal syringe 
for two cartridge sizes 


one steraject cartridge 
for a full premeasured dose 


one sterile needle 
supplied with every cartridge 


one operation 
for parenteral antibiotic therapy 


Plunger and cartridge connect... 
you can aspirate before injecting! 


COMBIOTIC* 
AQUIOUS SUSPENSION 


simplest parenteral therapy available 


=~ Steraject Penicillin G Procaine 
| Crystalline in Aqueous Suspension 
(300,000 units) 


Steraject Penicillin G Procaine 


Crystalline in Oi! with 2% 
e Aluminum Monostearate 


- Steraject Penicillin G Procaine 
Crystalline in Aqueous Suspension 
(1,000,000 units) 


Steraject Combiotic* Aqueous 
Suspension (400,000 units 

Penicillin G Procaine Crystalline, 
0.5 Gm. Dihydrost 


for full details, see your Pfizer 
Professional Service Representative 


Steraject Dihydrostreptomycin 
Sulfate Solution (1 gram) 


Steraject Cartridges: each one supplied 


Steraject Streptomycin 
Sulfate Solution (1 gram) 


ANTIBIOTIC DIVISION * CHAS. PFIZER & CO..INC.* BROOKLYN 6.N. Y. 


| 
4 
| 
z 
= x3 
PENICILLIN'G 
Preceine 
COMBIOTIC” 
600 G00 
i 
SOLUTIO 
with new sterile needle, foil-wrapped 
mas. sco. 


Schedule 
Rapid Subjective Relie! 


IST DOSE.. 
AFTER BREAKFAST 


2ND DOSE... 
6 HOURS 
LATER 


HOURS LATER 
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VERILOID 


BRAND OF ALKAVERVIR 


Out of the vast clinical experience that has accumulated from the 
increasing use of Veriloid has come a simplified dosage schedule 
which rapidly produces relief from the distressing discomfort of 
hypertension. Within a short period, patients volunteer that they 
“feel better,’’ even before the blood pressure begins to drop. 


Here is the new daily dosage schedule which proves satisfactory 
for initial therapy in 9 patients out of 10: 


Ist Dose: 
2nd Dose: 
3rd Dose: 


According to this plan, the second dose is taken about two hours 
after the noon meal, the third dose about two hours after the 
evening meal. 


This schedule simplifies dosage calculation, is quickly productive 
of clinical results, minimizes nausea and other side actions. Dosage 
should be increased by 1 mg. per day every third day until a satis- 
factory blood pressure drop is achieved. The evening dose is 
usually 1 or 2 mg. larger than the other two doses of the day. For 
the average patient, a daily dose of 9 to 15 mg. proves effective 
and rarely causes side actions. 


Veriloid, brand of alkavervir, is a unique alkaloidal fraction of 
Veratrum viride. It is indicated in the treatment of all grades of 
essential hypertension and in hypertension of renal origin. Avail- 
able on prescription at all pharmacies, in 1, 2, and 3 mg. tablets. 


RIKER LABORATORIES, INC. 


8480 Beverly Boulevard Los Angeles 48, California 
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VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume IV of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 
permanent reference has brought an increasing 


number of inquiries from subscribers for advice as 


to where they can have this binding done. As a 


result of some extensive investigation, we feel 


that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 


bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 


the front cover. The cost is $3.60 per volume. 


Send the six issues to Chicago, express or parcel 


post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid, by the bindery. 


—a truly portable pump 


Portable but powerful. Whirlwind’s 4 HP. Motor produces all 
the compressed air or suction you'll ever need. Large, legible 
gauges indicate the pressure. Convenient pressure regulators. 


“Whirlwind” 


Automatic device supplies oil to the 
pump only when it is operating. Air fil- 
ter, muffler and suction trap are stand- 
ard equipment. For 110 


$69.50 


Write for illustrated brochure describing it 
completely and showing suction and ether 
attachments. 


9 


COMPLETE MEDICAL AND 
SURGICAL SUPPLY 
609 College St. 
CINCINNATI 2, O. 
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National Officers, Commissions, 
and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


President, R. B. Rosins, M.D., 111 Van Buren, Camden, Arkansas 

President-Elect, U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 
Vice-President, Lester D. Brster, M.D., 445 North Penn, Indianapolis, Indiana 
Treasurer, Hottanp T. Jackson, M.D., 602 West Tenth Street, Fort Worth, Texas 


Executive Secretary and General Counsel, Mac F. Canat, J.D., Broadway at Thirty-fourth 
Street, Kansas City 2, Missouri 


Speaker of the Congress of Delegates, J. S. De Tar, M.D., Milan, Michigan 
Vice-Speaker of the Congress of Delegates, NoRMAN R. Boouer, M.D., 447 East Maple, 


Indianapolis, Indiana 


Board of Directors 


W. B. Hitpesranp, Chairman Murianp F. Ricsy 
216% Main Street 20 College Street 
Menasha, Wisconsin Rexburg, Idaho 


Term Expires 1953 
W. A. BuECHELER Term Expires 1955 
1512 Grant Boulevard Ivan C. Heron* 
Syracuse, New York 490 Post Street 
M San Francisco, California 
ERRILL SHAW 


1532 East McGraw 
. Malcom E. Phelps 
Seattle, Washington 203 South Macomb 


W. B. HitpesrRanpD El Reno, Oklahoma 


Term Expires 1954 
Joun R. BENDER 
Nissen Building 
Winston-Salem, North Carolina 


Joun R. Fowter J. P. Sanpers, ex officio 
125 Main Street 106 East Kingshighway 
Spencer, Massachusetts Shreveport, Louisiana 


William J. Shaw 
Lee Hospital 
Fayette, Missouri 


*Italics denote new members. 
(Continued on page 176) 
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Executive Committee 


W. B. Hitpesranp, Chairman 
216% Main St. 
Menasha, Wisconsin 


U. R. BryNner 
Salt Lake City, Utah 


Finance Committee 


T. Jackson, Chairman 


602 West Tenth Street 
Fort Worth, Texas 


R. B. Rosins 
Camden, Arkansas 


Ho.tanp T. Jackson 
Fort Worth, Texas 


Ivan C. HERON 
San Francisco, California 


James G. Stmmons 
Fitchburg, Massachusetts 


Commission on Hospitals 


Joun R. Benpver, Chairman 
Nissen Building 
Winston-Salem, North Carolina 


Term Expires 1955 
John O. Boyd, Jr. 
Roanoke, Virginia 
Floyd Bratt 
Rochester, New York 


Paul S. Read 
Omaha, Nebraska 


Term Expires 1954 
STANLEY Harpy 
Las Vegas, Nevada 


CHARLES MARTIN 
Saint Louis, Missouri 


Lauriston L. KEown 
Baltimore, Maryland 


Term Expires 1953 
Joun R. BENDER 
Winston-Salem, North Carolina 


FREDERIC Ewens 
Manhattan Beach, California 


Marshall O. Hart 
Tulsa, Oklahoma 


Commission on Education 


MerrRILL SHaw, Chairman 
1532 E. McGraw Street 
Seattle, Washington 


Term Expires 1955 
William J. Shaw 
Fayette, Missouri 


Harold F. Brown 
Newton Centre, Massachusetts 


E. S. McLarty 
Galveston, Texas 
Term Expires 1954 


Fount RIcHARDSON 
Fayetteville, Arkansas 


E. L. BERNHART 
Milwaukee, Wisconsin 


Louis H. WEINER 
Philadelphia, Pennsylvania 


Term Expires 1953 
M. B. CasEBoLT 
Kansas City, Missouri 


Ricuarp A. MILLs 
Fort Lauderdale, Florida 


Francis T. Hopces 
San Francisco, California 


(Continued on page 177) 
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EAN ALLEN 


hearts 


LAURA J 


the 


| 


ASTHMATIC 


: 


Activity 
restored and 
maintained with YU/CA-QCTING 


Bronchodi/aror 


caly (0 titty tn pockel vt puede 


Nox you can prescribe symptomatic relief that offers many 
chronic asthmatics the return to a happy, useful life. With 
NortsoprinE Sulfate Powder, a quick-acting bronchodilator, the 
asthmatic has effective relief as near as pocket or purse. 


Administration is easy and inconspicuous. The patient uses the 
compact little AEROHALOR, Abbott's smoke-it-like-a-pipe inhaler. When 
a bronchospasm is impending, the asthmatic simply takes three or four 
inhalations of the powder and the attack usually subsides at once. 

: Similar in action to epinephrine—but more effective 
1. Kaufman, R., and Farmer, L. (1951), 


Norisodrine by Aerohalor in Asthma, Ann. —NonrtsopRINE is indicated in both mild and 
Allergy, 9:89, January-February. 
2. Swartz, H. (1950), Norisodrine Sulphate 


(25 Per Cent) Dust Inhalation in Severe With proper administration, side-effects are few 
Asthma, Ann. Allergy, 8:488, July-August. 


3. Krasno, L., Grossman, M., and Ivy, A. 


severe asthma.!.?.3 It has relatively low toxicity. 


and usually minor. There is little evidence of 


(1949), The Inhalation of 1-(3’,4’-Dihydroxy- **fastness.’’ NORISODRINE has proved effective gs 

Sulfate Dust), J. Allergy, 20:111, March. in many asthmatic patients who are “epinephrine 
fast” and in those who could not obtain relief from - 


such drugs as theophylline, iodides or ephedrine. 
Before prescribing quick-acting NORISODRINE, 
eRe however, please be very familiar with certain 
techniques and precautions discussed in available 
literature. May we send you a copy? 


Abbott Laboratories, North Chicago, II]. 


Ne OS; ine Sultate Fowder 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


for use with the AEROHALOR®, Abbott's Powder Inhaler 


: 
| 
P 
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Commission on Legislation and Public Policy 


Matcom Puetps, Chairman Cuares L. FARRELL 
203 South Macomb Pawtucket, Rhode Island 
El Reno, Oklahoma 


A. S. Bristow 


Princteon, Missouri Term Expires 1953 


G. W. Cleveland J. S. De Tar 
Austin, Texas Milan, Michigan 


R. W. Kuliberg 


Portland, Oregon Norman R. BooHER 


Indianapolis, Indiana 
Term Expires 1954 

W. R. STovALL Cyrus ANDERSON 

Washington, D. C. Denver, Colorado 


Commission on Membership and Credentials 


Murtanp F. Ricsy, Chairman James MurPuy 
20 College Street Fort Worth, Texas 
Rexburg, Idaho 

Term Expires 1955 Joun F. Kitcus, Jr, 
Clyde W. Miller Litchfield, Connecticut 


Wiachi 
ichita, Kansas Term Expires 1953 


A. E. Ritt Ivan C. Heron 
Saint Paul, Minnesota San Francisco, California 


Thomas Gladney 


Baton Rouge, Louisiana 


Los Angeles, California 


Term Expires 1954 
Epwin H. Fenton R. C. McEtvain 
Detroit, Michigan Saint Louis, Missouri 


Publication Committee 


ArTHUR N., Jay, Chairman Hersert L. Hartley 
3233 North Meridian Street Seattle, Washington 
Indianapolis, Indiana 


A. R. Marsicano 
Columbus, Ohio 


U. R. Bryner Srantey R. TRUMAN 
Salt Lake City, Utah Oakland, California 


Committee on Scientific Assembly 


(Term Expires 1954) Term Expires 1954 
Meru L. Newxirk, Chairman Joun F. Mosuer 
3224 Santa Ana Street Coeymans, New York 


South Gate, California 


(Continued on page 179) 
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TOLERANCE is what makes 


Safer Iron Therapy 


Tolerance is “built in” Irocine by virtue of its unique content of the new organic molecule, 
Iron Sodium Malate.* Though it contains 25-108% more iron per unit mass than other widely 
used iron compounds, Iron Sodium Malate renders Irocine therapy virtually free from disturbing 
side-effects. Gastric distress, constipation and diarrhea rarely occur under Irocine administration. 


ffective Therapy, too 


Potentiating factors in Irocine are Vitamin B,» (activity equivalent to 1 mcg.), plus copper 


sulfate U.S.P. (4 mg.), plus desiccated liver N.E (200 mg.), plus Thiamine hydrochloride U.S.P. 
(0.17 mg.), plus Vitamin D (67 U.S.P. units). 


REED & CARNRICK ° Jersey City 6,N.J. QBS 


*Protected by U.S. Patent 2,503,781 A Trusted Name Since Ig 6 O 


(Committee on Scientific Assembly— Continued from page 177) 


Term Expires 1955 Term Expires 1953 
T. E. Robinson AnpreEw S. Toms 
Salt Lake City, Utah Victoria, Texas 


JoserpH LINDNER 
Cincinnati, Ohio 


Building Committee 
Joun R. Fowter, Chairman NELSON 
125 Main Street Beverly Hills, California 
Spencer, Massachusetts 


Hammond, Louisiana 
W. A. BUECHELER 


Syracuse, New York Aaron Horland 
Newark, New Jersey 


W. H. Walton 
Belleville, Illinois 


H. T. Jackson C. W. Anderson 
Fort Worth, Texas Denver, Colorado 


M. B. 
Kansas City, Missouri 


Constitution and By-Laws Committee 


A, W. Fegtly, Chairman Tuomas V. GupEX 
501 Schweiter Building Louisville, Kentucky 
Wichita, Kansas 

Albert Dix 


M. Sprout Mobile, Alabama 


Des Moines, Iowa 


James A. CoscGrirF Charles A. Jost 
Olivia, Minnesota Saint Louis, Missouri 


Committee on Rural Health 
D. G. Mutter, Jr., Chairman Willis I. Lewis 
Morgantown, Kentucky Herrin, Illinois 
Carrot B. ANDREWS 

Sonoma, California Joseph G. Wilson 


NorMAN H. GarDNER Moscow, Idaho 
East Hampton, Connecticut 


Joun Paut Jones Fred A. Humphrey 
Camden, Alabama Fort Collins, Colorado 


Committee on Liaison with Blue Shield 
Medical Care Plans and Medical Insurance 


Robert F. Purtell, Chairman H. K. ScaTiirr 
758 North 27th Street Chicago, Illinois 


Milwaukee, Wisconsin 
ARTHUR J. OFFERMAN 


Omaha, Nebraska 


T. Eric Reynoips Gilbert Saltonstall 
Oakland, California Charlevoix, Michigan 


(Continued on page 181) 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*K GENERAL PRACTITIONER 


The American Academy 
of General Practice 


At last you, as an alert, progressive physician, can read 
a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading" if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of —GP! 


EXACTLY FITS YOUR NEEDS! ome 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


You may bill me for the subscription price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! a 
payable by the 10th of next month. 
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“Several of my women patients designed it." 


Race S } 


Y TRICHOMONIASIS 


D 
(Allantomide VAGINAL CREAM) MONILIASIS 


MIXED INFECTIONS 


AVC Improved is a 
time tested formula 
for the treatment 
and prophylaxis 
of vaginal tract 
infections. 


Because... 


AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Because... 

AVC Improved is indi- 
cated ina wide range of 
infections of the exo- 
cervix, vagina andvulva: 


specific bacterial It Kills Ode 
infections 
Mixed infections. 


Because... 


AVC Improved  sup- 

presses secondary in- IT WORKS!!! 

vaders . . . animportant Use AVC Improved in your 
most stubborn cases. The re- 
sults will please you, and 
your patients will be grateful. 


Formula: 9-Aminoacridine Hydrochloride 
0.2%, Sulfanilamide 15%, Allantoin 
2%, specially prepared buffered 


D R UG C 0 M P ANY : water-miscible base. 


Available: In 4 ounce tubes, with 
HILADELPHIA 44, PENNSYLVANIA | or without applicator. 


More Holt «Cento of Service tthe Maio! Profenon 


therapeutic goal. 
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“You're run down—!I advise you to get 
@ rest—take a nice long vacation.” 
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when rapid 
and sustained response 
in hypochromic anemias 


& is required 
UFERYLL 


regeneration. Prompt production of hemoglobin 
and erythrocytes avoids the delayed response 
often encountered in iron replacement therapy. 


provides four-fold stimulation of blood 


Each CUFERYLL Tablet contains: 


Ferrous Sulfate, Exsiccated,U.S.P. . . . . 200mg. 
Sodium Potassium Copper Chlorophyllin . . 25 mg. 


Dosage: One tablet three times a day. 
Available in bottles of 100. 


é »xINC., MILWAUKEE 1, WISCONSIN 
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down 


keep cardiacs at constant weight 


In congestive failure, Tablets MERCUHYDRIN with Ascorbic 
Acid provide a simple, effective and safe method of 
maintaining optimum weight levels by the oral route. 

Alone or supplemented by injection, Tablets MERCUHYDRIN 
with Ascorbic Acid simplify management and help the 

cardiac adjust to the requirements of long-term therapy. 


CONTINUOUS ADMINISTRATION 


The key to optimal clinical results in oral diuretic therapy is continuous 
therapy —Tablets MERCUHYDRIN with Ascorbic Acid, one or two tablets daily, 
morning or evening, preferably after meals. To secure the greatest efficacy 

and all the advantages of Tablets MERCUHYDRIN with Ascorbic Acid, 

prescribe an initial three-week supply .. . 25 to 50 tablets. 


Any patient receiving a diuretic should ingest daily a glass of orange juice, 
a banana, or other supplementary source of potassium. 


vebcarch. 
LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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AS NUTRITIONALLY SOUND... 
2 \ 
S f oh Lactum’s generous milk protein content provides 
| for sturdy growth and sound tissue structure. 
L, CARBOHYDRATE Dextri-Maltose® supplements the lactose 
Pa, CALORIES of the milk, so that energy needs may be fully m 
50% fat properly metabolized, and protein spared 
= \ for its essential functions. 


For more than 40 years, milk and 
Dextri-Maltose formulas with the approximate 
proportions of Lactum have been used 

with consistent clinical success. 

And infants fed Lactum* show good tolerance 
of feedings, low incidence of digestive disturbanq 
and infections, satisfactory growth response, 

and a generally excellent picture 

of health and development. 

*Frost, L. H., and Jackson, R. L.: J. Pediat., 39:585-592 (Nov.) 1951 


AS IT 1S CONVENIENT 


Mothers appreciate the ease of preparing 
feedings with Lactum. And the simple 

1:1 dilution assures accurate measurement. 
Lactum is ideal also for supplementary and 
complementary feedings, and whenever 
single feedings are indicated. 


EVAPORATED 
MILK and DEXTRI-MAL 
FORMULA FOR INFANTS 
Made from whole milk and Dextr- 


with added vitamin D. 
evaporated, canned and sterilized. 


im 


Ss 
Simply add to 1 part for a formula 
\ Lpart Lactum... water... supplying 
per fluid ounce.- 


MEAD JOHNSON & COMPANY 
EVANSVILLE 21, IND., U.S.A, 4 
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FAT CALORIES 
= 
VAS 
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